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“My  Heart  Problem  "WSis  Care 
For  By  People  Who  Knew 
What  They  Were  Doing.” 

It  all  started  when  Minquadale  resident  James  Garcia  left  a shuffleboard  match  early  because  he  fel 
tired.  Resting  in  a chair  at  home,  the  retired  heavy  machinery  operator  and  mechanic  suddenly  1 
severe  pains  in  his  upper  body  , 

“It  just  got  so  painful  I couldn’t  stand  it  anymore.  It  felt  like  a horse  was  pullt 
my  arm  out  of  its  socket.” 

An  ambulance  rushed  him  to  the  Emergency  Department  at  Christiana  Hospital.  After  being  stabili; 
and  taken  to  a hospital  room,  Jim  suffered  a heart  attack.  Physicians  had  to  perform  emergency  can 
surgery. 

Jim’s  heart  ailment  was  complex.  Bypass  surgery  cleared  the  obstructed  artery  that  caused  his  ht 
attack.  Jim’s  heart  had  actually  ruptured  at  the  site  of  the  heart  attack,  and  doctors  averted  this  norr 
fatal  problem  by  the  rapid  placement  of  a Teflon  patch.  Later,  they  inserted  a pacemaker  to  regular 
heartbeat.  | 

“For  72  days  I lay  in  the  intensive  care  unit.” 

After  his  long  stay  in  intensive  care  plus  a week  in  the  cardiac  stepdown  unit,  Jim  finally  went  hom  i 
Though  he  could  barely  walk  and  was  extremely  weak,  he  began  cardiac  rehabilitation  at  Wilmif, 
Hospital.  Now  he’s  back  doing  things  he  loves,  like  golf  and  odd  maintenance  jobs.  He  comes  bad 
Christiana  often  to  visit  his  former  nurses,  and  he  plans  to  send  them  a postcard  from  the  Bahai- 

“That’s  one  fine  gang.  I can’t  forget  them.  And  I just  can’t  say  enough  about  wr, 
they  did  for  me.” 

At  the  Delaware  Heart  Institute,  state-of-the-art  technology  and  caring,  experienced  staff  provide 
full  range  of  sophisticated  services  for  die  care  and  treatment  of  cardiovascular  problems. 

If  you  would  like  to  learn  more  about  your  own  risk  of  heart  disease  and  what  you  can  do  to  redu 
it,  call  (302)  428-6208  for  a free  risk  assessment  test. 

There's  no  substitute  for  experience 

Delaware  Heart  Institute  i 

V#  at  Christiana  Hospital 

MEDICAL  CENTER  OF  DELAWARE 

ibiir  Premier  Health  Care  Resource 


P.O.  Box  1668 

Wilmington,  Delaware  19899 
(302)  428-6208 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center 
in  cooperation  with  Temple  University  School  of  Medicine,  Department  of  Neurology 

Presents 


The  Sixth  Headache  Symposium 


Update  in  the  Diagnosis  and  Treatment 
of  Headache,  Facial  Pain  and  Neuralgia 

Presented  by  a nationally  known  panel  of  headache  experts. 


Saturday,  March  16, 1991 
8:30  A.M. -3:15  P.M. 

at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  PA 

(adjacent  to  LaSalle  University  at  the  intersection  of  Wister,  Chew  and  Oiney  Avenues) 


Featured  Speakers  and  Topics:  I Additional  participants  will  include: 


Moderator:  Elliott  A.  Schulman,  M.D.* 

Attending  Neurologist, 

The  Germantown  Hospital  and  Medical  Center; 
Associate  Professor  of  Neurology, 

Temple  University  Hospital 

Pathogenesis  and  Current  Treatment  of  Migraine 

Stephen  D.  Silberstein,  M.D.* 

Chief,  Neurology  Section, 

The  Germantown  Hospital  and  Medical  Center; 
Associate  Professor  of  Neurology, 

Temple  University  Hospital 

The  Emergency  Treatment  of  Headache 

)ohn  G.  Edmeads,  M.D. 

Professor  of  Medicine  (Neurology), 
University  of  Toronto 

Management  of  the  Cranial  Neuralgias  and 
Atypical  Facial  Pain 

Donald  1.  Dalessio,  M.D. 

Senior  Consultant,  Division  of  Neurology,  Scripps  Clinic 
and  Research  Foundation,  Lalolla,  California 


Neuro-Ophthalmologic  Complications  of  Migraine 
Diagnosis  and  Management  of  Idiopathic 
Intracranial  Hypertension  (Pseudotumor  Cerebri) 

lames  ).  Corbett,  M.D. 

Professor  and  Chairman,  Department  of  Neurology, 
University  of  Mississippi  Medical  Center 


COM 

HEADACHE  CEM 

at  The  Germantown  Hospital 
and  Medical  Center 


Gregory  ).  Tramuta,  M.D.*,  Chief,  Psychiatry  Section, 
The  Germantown  Hospital  and  Medical  Center; 
Associate  Clinical  Professor  of  Psychiatry, 
Temple  University  Hospital 

Ronald  S.  Kaiser,  Ph.D.*,  Licensed  Psychologist; 
Affiliate,  Psychiatry  Section, 

The  Germantown  Hospital  and  Medical  Center; 
Assistant  Professor,  Department  of  Psychiatry, 
Temple  University 

loseph  P.  Primavera,  III,  M.A.*,  Licensed 
Psychologist;  Affiliate,  Psychiatry  Section, 

The  Germantown  Hospital  and  Medical  Center 

William  B.  Young,  M.D.,  Attending  Neurologist, 
The  Germantown  Hospital  and  Medical  Center 

A round-table  discussion  will  include  controversial 
topics  in  headache  management  and  difficult  cases. 
Plan  to  bring  your  difficult  cases  for  discussion. 

*Co-Director,  Comprehensive  Headache  Center 
Funding  for  this  Symposium  provided  by  GLAXO,  INC. 


Credits: 

5 Category  I credits  for  AMA  Physician's 
Recognition  Award 

Registration  Fee: 

$25  00  (includes  coffee  break,  lunch  and 
registration  materials)  Return  by  March  1,  1991. 

Please  make  cftecks  payable  to: 

The  Germantown  Hospital  and  Medical  Center 

Comprehensive  Headache  Center 

One  Penn  Boulevard,  Philadelphia,  PA  19144 
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The  solid  foundation  of  many  practices  has 
been  built  by  Stellimann  Kaissey  Limited. 

Computers  have  become  a vital  part  of  the 
operation  of  a practice.  Your  system  must  be 
strong  and  reliable.  Service  and  support  must 
be  available  at  a moment's  notice.  After  all, 
your  job  is  to  make  people  well,  not  to  play 
administrator  in  a paper  chase. 

SKL  provides  excellence  in  consulting  services 
by  helping  physicians  achieve  their  business 
information  requirements  in  a responsive,  efficient 
and  cost-effective  manner.  We  pride  ourselves  on 
service  and  support  to  our  clients. 
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A Dollar  A Day 


A dollar  a day!  That  does  not  buy  very  much 
today,  does  it?  But  one  thing  it  does  cover  is  your 
AMA  dues,  $360  a year. 

You  might  think  you  do  not  need  the  AMA,  but 
have  you  thought  about  what  your  life  would  be 
like  if  the  AMA  did  not  exist?  The  quality  of  the 
care  you  are  able  to  provide  your  patients  and  the 
quality  of  your  practice  are  due,  in  large  part,  to 
organized  medicine.  Who  do  you  think  would 
represent  you  in  the  halls  of  Congress  if  there 
were  no  AMA?  Do  you  think  your  little  specialty 
group  could  mount  an  effective  defense  against 
many  determined  groups  intent  on  invading  the 
practice  of  medicine  in  general  and  your  special- 
ty in  particular?  I seriously  doubt  it.  The  expense 
would  be  prohibitive  and  the  demand  on  the  time 
of  each  one  of  us  would  be  exorbitant. 

When  you  stop  to  think  about  it,  I believe  you 
will  find  that,  in  every  area  that  provides  for  bet- 
ter care  for  your  patients  and  a more  reasonable 
environment  for  you  to  practice  in,  the  AMA  has 
been  there  to  fight  for  you.  The  move  to  better 
standardize  medical  licensure  and  the  programs 
for  undergraduate,  graduate  and  continuing 
medical  education  all  were  fostered  by  the  AMA. 
The  AMA  has  been  instrumental  in  the  develop- 
ment and  growth  of  the  organizations  regulating 
the  quality  of  the  operation  of  our  hospitals,  the 
safety  and  standardization  of  pharmaceuticals 
and  the  funding  for  research.  In  some  cases  it  was 
financial  support,  in  others  it  was  organizational, 
legal  or  political;  however,  in  all  cases,  the  AMA 
has  been  looking  out  for  the  interests  of  physi- 
cians and  their  patients  alike. 

Granted,  individual  physicians  can  practice 
good  medicine  for  a lifetime  without  ever  belong- 
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ing  to  the  local  medical  society  or  the  AMA,  but 
that  is  only  because  their  collegues  belong  to  and 
support  their  local  and  national  organizations. 
Those  who  do  not  join  are  getting  a free  ride  at 
the  expense  of  their  fellow  physicians.  The 
general  public  believes  that  nearly  all  doctors 
belong  to  the  AMA,  but  you  and  I know  that  is 
not  true. 

At  what  percentage  of  participation  does  the 
AMA  start  to  lose  its  credibility  as  an  organiza- 
tion speaking  for  physicians?  I do  not  know,  but 
I suspect  that  if  the  membership  dropped  much 
below  50  percent.  Congress  and  federal  agencies 
could  well  start  ignoring  us.  Furthermore,  the  in- 
come available  to  the  AMA  would  start  to  fall 
short  of  that  needed  to  accomplish  ail  the  things 
we  expect  it  to  do.  The  Medical  Society  of 
Delaware,  with  about  75  percent  of  the  state’s 
practicing  physicians  as  members  and  a unified 
policy  that  requires  its  members  to  belong  to  the 
AMA,  gives  Delaware  one  of  the  higher  percen- 
tages of  AMA  membership  in  the  nation. 

As  a proportion  of  your  income,  one  dollar  a day 
is  very  small  indeed.  It  will  not  affect  your 
lifestyle  one  bit,  and  it  adds  little  or  nothing  to 
your  patients’  bills.  But  it  does  say  something 
positive  about  your  quality  standards,  profes- 
sional ethics,  commitment  and  willingness  to 
carry  your  share  of  the  load.  It  should  also  assxire 
your  patients  that  you  care  about  them  and  that 
you  have  earned  the  esteem  of  your  fellow 
physicians. 

Ali  Z.  Hameli,  M.D. 
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Doctors  Say  That  The  3 
Priorities  Considered  When 
Choosing  An  O.R.  Are:  ^ 


1.  EASY  SCHEDULING  v/ 

2.  QUALITY  EQUIPMENT  n/ 

3.  EEEICIENT  STALE  v/ 


Riverside  Places  Strong  Emphasis 
On  These  Things  . . . 


'7  have  never  worked  with  a hospital  that  is  so 
aeeonuitodatijvj,  to  both  patients  and  physieians." 

-Michael  Axe,  M.D 


"My  time  is  very  important.  / know  when  I have  a suryt 
scheduled  at  Riverside,  it  will  he  oti  time.  The  staff  is 
efficient,  dedicated,  and  hard  woi'kiny." 

- Lazarus  Kirifides,  D.O. 


"Riverside  responds  to  my  recjuests  for  updated,  state-oj 
the-art  ec/nipment.  It  is  eonifortiny  to  ktiow  that  I can  j 
perform  my  best  with  quality  supplies."  ) 

- Paul  Imber,  D.O.  i 


. . . And  We  Go  A Few  Steps  Further  . . . 


4.  PERSONAL  CARE  n/ 


"1  know  I can  always  depend  on  Riverside  to  offer  my  patients  quality  care 
with  a personal  touch.  I feel  comfortable  that  my  patients  will  walk  away 
satisfied  and  feeling  well." 

- Charles  Rickards,  M.D. 


5.  EREE  PARKING  EOR  YOU  AND  YOUR  PATIENTS  v 

Riverside  Hospital 

Quality  Care  Close  To  Home 

Riverside  is  continually  working  for  you. 

For  more  information,  contact  the  Medical  Affairs  Office  at 

(302)  764-6121  ext.  4228 

700  Lea  Blvd.,  Wilmintiton.  DE  19802 


SCIENTIFIC  ARTICLE 


Complete  Heart  Block  in  an  Adolescent 
Caused  by  Lyme  Disease 


A Common  — and  Reversible  — Disorder 


Andrew  J.  Doorey,  M.D. 
Eleonora  Schneider,  M.D. 
Alfred  E.  Bacon  III,  M.D. 


Abstract 

A 20-year-old  University  of  Delaware  student 
developed  a vague  systemic  disorder  one  week 
after  camping  in  a Maryland  state  park  known 
to  be  endemic  with  the  tick  Ixodes  dammini,  the 
vector  for  Lyme  Disease.  Light-headedness 
developed  and  an  electrocardiogram  revealed 
complete  heart  block.  Lyme  Disease  was 
confirmed  by  the  characteristic  erythema 
migrans  rash  and  Lyme  serologies. 

Because  of  the  generally  favorable  clinical 
course  of  Lyme  carditis,  the  patient  was 
monitored  and  treated  conservatively  with  oral 
steroids  and  intravenous  antibiotics.  Pacemaker 
insertion  was  not  required.  The  clinical  course 
was  uncomplicated,  with  gradual  recovery  of  AV 
nodal  function. 

Dr.  Doorey  is  associated  with  the  Section  of  Cardiology,  Medical  Center  of 
Delaware. 

Dr.  Schneider  is  associated  with  the  University  of  Delaware  Student  Health 
Services. 

Dr.  Bacon  is  associated  with  the  Section  of  Infectious  Disease,  Medical  Center  of 
Delaware. 
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Complete  heart  block  is  an  uncommon  finding 
in  otherwise  healthy  adolescents,  and  usually  is 
caused  by  progressive  congenital  or  degenerative 
disorders.  Permanent  pacemaker  insertion  is 
often  required. 

Lyme  Disease  is  a systemic  disorder  with 
rheumatologic,  neurologic,  dermatologic  and  car- 
diac manifestations.^’^  This  disorder  is  caused  by 
the  spirochete  borrelia  burgdorferi,  which  is 
transmitted  by  the  common  deer  tick  (Ixodes 
dammini).  It  is  being  increasingly  diagnosed  in 
this  region  and  is  considered  endemic  in  New 
Castle  County  and  adjacent  states. 

We  report  a case  of  Lyme  Disease  that 
presented  as  complete  heart  block,  a common  car- 
diac manifestation  of  Lyme  Disease. The  heart 
block  fully  resolved  with  conservative  medical 
treatment  alone.  Other  cardiac  conduction 
system  abnormalities,  especially  less  severe  AV 
nodal  block,  are  also  manifestations  of  this 
disorder. 
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Clinical  History 

A 20-year-old  male  student  was  first  seen  in 
May  1989  at  the  University  of  Delaware  Student 
Health  Service  with  a three-day  history  of  high 
fever  and  headaches.  He  had  been  in  an  R.O.T.C. 
camp  in  a Maryland  state  park  (Elk  Neck)  a few 
weeks  previously,  but  denied  any  exposure  to 
ticks.  A complete  blood  count  and  urinalysis  were 
normal,  but  the  erythrocyte  sedimentation  rate 
was  elevated.  He  received  symptomatic  treat- 
ment at  the  infirmary  and,  having  improved,  was 
discharged  the  next  day. 

Two  weeks  later  he  returned  because  of  a high 
fever,  headaches,  rash,  weakness  and  shortness 
of  breath  on  exertion.  An  EGG  showed  high-grade 
AV  block.  The  rash  was  characteristic  of 
erythema  migrans.  He  was  immediately  referred 
for  cardiological  evaluation;  hospital  admission 
was  advised. 


On  physical  examination  he  was  in  no  apparent 
distress.  His  blood  pressure  was  120/74,  pulse  68 
and  regular,  and  temperature  38.1.  His  chest  was 
clear. 

His  cardiac  exam  showed  a variable  first  sound 
and  a normally  split  second  sound.  There  were  no 
A waves  noted  on  his  jugular  venous  tracing,  and 
his  jugular  venous  pressure  was  less  than  six. 
Peripheral  pulses  were  full.  Dermatologic  exam 
showed  multiple  areas  on  the  trunk  and  back, 
characterized  by  patchy  erythroderma  with  ser- 
piginous borders  and  central  clearing  (Figure  1). 

His  electrocardiogram  (Figure  2)  revealed  com- 
plete heart  block  with  a ventricular  escape  rate 
of  69  beats  per  minute.  There  were  diffuse  ST-T 
wave  abnormalities  as  well.  There  was  no 
hepatomegaly,  splenomegaly  or  lymph- 
adenopathy.  Laboratory  values  were 
unremarkable,  save  for  the  elevated  sedimenta- 


Figure  T 

The  characteristic  erythema  migrans  rash  with  a large  annular  area  of  erythema  and  central  clearing. 
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Figure  2 

The  initial  rhythm  strip  showing  complete  AV  block. 

"P"  waves  are  seen  "marching  through"  the  QRS  Complexes. 


tion  rate.  Intravenous  Penicillin  G at  a dose  of  2 
million  units  q 4h  and  oral  Prednisone  at  a dose 
of  60  mg  daily  were  begun. 

He  was  never  hemodynamically  compromised, 
although  in  the  first  24  hours  after  admission,  he 
developed  long  ventricular  pauses  from  four  to  1 1 
seconds.  Because  of  the  probable  diagnosis  of 
Lyme  carditis,  temporary  pacing  was  deferred. 

Gradually,  the  heart  block  improved,  going 
through  a sequence  of  high-grade  AV  block, 
second-degree  heart  block,  first-degree  heart 
block,  and  then  normal  AV  conduction  (Figure  3). 
An  echocardiogram  showed  normal  left  ven- 
tricular function. 

Lyme  antibody  was  positive  by  Elisa  assay 
drawn  on  the  day  of  admission.  He  was 
discharged  on  oral  doxycycline  for  a two-week 
course  and  has  remained  asymptomatic. 
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Discussion 

Complete  atrioventricular  conduction  block  is 
not  an  uncommon  manifestation  of  Lyme  car- 
ditis, a disorder  being  increasingly  recognized  in 
areas  where  Lyme  Disease  is  endemic,  such  as 
Delaware.  Although  the  incidence  of  overt  car- 
diac involvement  in  patients  with  Lyme  Disease 
is  only  8 percent,^  recognition  of  this  potential 
relationship  is  crucial.  This  disorder  differs  from 
other  acquired  causes  of  atrioventricular  block  in 
that  it  is  usually  reversible^  ® and  rarely  needs 
permanent  pacemaking. 

Steere  et  al,  reported  on  20  patients  with  Lyme 
Disease  and  cardiac  involvement.  Eighteen  pa- 
tients had  AV  block,  with  eight  having  complete 
heart  block.  However,  heart  block  improved 
within  24  to  48  hours  in  all  patients  treated  with 
Prednisone.  The  ventricular  escape  beats  always 
had  narrow  complexes,  suggesting  involvement 
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Figure  3 

The  12  lead  electrocardiogram  on  admission  showing 
complete  AV  block  and  diffuse  ST-T  segment  abnormalities. 


proximal  to  the  HIS  bundle.  This  is  a very 
favorable  prognostic  sign  in  complete  heart 
block.® 

Despite  the  favorable  prognosis,  hospitalization 
and  cardiac  rhythm  monitoring  are 
recommended  for  patients  with  advanced  heart 
block  and  Lyme  Disease.  Progression  of  heart 
block  with  hemodynamic  deterioration  has  been 
reported,®’®  and  sudden  death  related  to 
pancarditis  has  been  reported.^  The  diffuse  ST-T 
segment  changes  present  in  the  initial  EKG  in 
the  case  reported  here  were  likely  due  to  Lyme 
myocarditis.®  Interestingly,  complete  heart  block 
as  the  sole  manifestation  of  Lyme  Disease  has 
been  reported.® 

The  pathophysiology  of  Lyme  carditis  is  not 
well  defined.  Immune  complexes  are  reported  to 
be  responsible  for  Lyme  arthritis  and  other 
manifestations  of  the  disease.®  One  report  has 
described  the  isolation  of  the  spirochete  Borrelia 
burgdorferi  from  the  myocardium  itself  in  a pa- 
tient with  a four-year  history  of  myocardial 
disease.^®  Therefore,  either  immune-mediated 
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mechanisms  or  the  actual  inflammatory 
response  to  the  organism  are  plausible  explana- 
tions for  the  inflammation  of  the  myocardium 
and  subsequent  conduction  abnormalities. 

Insofar  as  many  of  the  manifestations  of  Lyme 
Disease  are  nonspecific  and  the  classic  der- 
matologic manifestations  are  often  subtle,  this 
diagnosis  needs  be  specifically  pursued  in  pa- 
tients with  a suitable  clinical  history.  Aggressive 
medical  management,  including  intravenous  an- 
tibiotics and  possibly  systemic  steroids,®’"*  are 
currently  recommended  to  enhance  AV  nodal 
recovery.  This  diagnosis  is  particularly  important 
in  order  to  avoid  permanent  pacemaker  implan- 
tation, an  unnecessary  procedure  in  most  pa- 
tients with  this  disorder.  A summary  of  recent 
recommendations  for  therapy  in  Lyme  Disease  is 
given  in  Table  1. 
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Symptoms 

Drug 

Adult  Dosage 

Pediatric  Dosage 

Early  Disease 

Doxycycline’ 
(Vibramycin;  and 
others) 

100  mg  bid  x 10-21  days 

or  Amoxicillin 
(Amoxil;  and 
others) 

250-500  mg  tid  x 10-21  days 

20-40  mg/kg/day  x 10-21days 

Alternative 

Erythromycin 
(erythrocin;  and 
others) 

250  mg  qid  x 10-21  days 

30  mg/kg/day  x 10-21  days 

Neurologic  Disease 

Mild 

Doxycycline’ 

100  mg  bid  x 1 month 

(Bell’s  Palsy) 

or  Amoxicillin 

250-500  mg  tid  x 1 month 

20-40  mg/kg/day  x 1 month 

More  serious 
CNS  disease 

Ceftriaxone 

(Rocephin) 

2 grams/day  I.V.  x 14  days 

50-80  mg/kg  I.V.  x 14  days 

or  Penicillin  G 

20-24  million  units/day 
I.V.  X 10-14  days 

250,000-400,000  units/kg/day 
I.V.  X 10-14  days 

Cardiac  Disease 

Mild 

Doxycycline’ 

100  mg  bid  x 21  days 

or  Amoxicillin 

250-500  mg  tid  x 21  days 

20-40  mg/kg/day  x 21  days 

More  serious’ 

Ceftriaxone 

2 grams/day  I.V.  x 10-21  days 

50-80  mg/kg  I.V.  x 10-21  days 

or  Penicillin  G 

20-24  million  units/day 
I.V.  X 10-21  days 

250,000-400,000  units/kg/day 
I.V.  X 10-21  days 

Arthritis’ 

Oral 

Doxycycline’ 

100  mg  bid  x 1 month 

or  Amoxicillin’ 

500  mg  tid  x 1 month 

40  mg/kg/day  x 1 month 

Ceftriaxone 

2 grams  I.V.  x 14-21  days 

50-80  mg/kg  I.V.  x 14-21  days 

or  Penicillin  G 

20-24  million  units/day 
I.V.  X 14-21  days 

250,000-400,000  units/kg/day 
I.V.  X 14-21  days 

Table  1 

Treatment  of  Lyme  Disease' 

Taken  with  permission  from  the  Medical  Letter,  New  Rochelle,  NY,  Vol.  31,  June  16,  1989,  p59. 


1.  Recommendations  are  based  on  limited  data  and  should  be  considered  tentative. 

2.  Or  tetracycline  HCI  (Achromycin;  and  others),  250-500  mg  qid.  Neither  doxycycline  nor  any  other  tetracycline  should  be  used  for  children  less  than  eight 
years  old  or  for  pregnant  or  lactating  women. 

3.  A temporary  pacemaker  may  be  necessary. 

4.  Response  may  be  delayed  for  several  weeks. 

5.  Some  clinicians  have  added  probenecid  (Benemid;  and  others). 
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SPECIAL  REPORT 


HIV  Seroprevalence  Survey 


B.  E.  Ward 
F.  Myers 
J.  C.  Welch 
P.  Silverman 
M.  Moyer 
L.  Wright 


Introduction 

As  of  November  1, 1990,  over  152,000  cases  of 
acquired  immunodeficiency  syndrome  (AIDS) 
have  been  reported  in  the  United  States. 
Although  the  absolute  number  of  Delaware 
residents  with  AIDS  is  small  - 306  cases  -- 
Delaware  ranks  13th  in  the  nation  in  the  number 
of  reported  AIDS  cases  per  100,000  population 
(12.9/100,000). 

AIDS,  the  end-stage  of  the  disease  process  of 
human  immunodeficiency  virus  (HIV),  is  report- 
able  in  50  states,  the  District  of  Columbia,  and 
U.S.  territories.'  However,  the  number  of 
reported  AIDS  cases  represents  only  a small  por- 
tion of  the  number  of  individuals  with  HIV.  The 
median  time  from  infection  with  HIV  to  develop- 
ment of  AIDS  is  approximately  10  years^'^  and 
may  lengthen  as  effective  treatment  for  HIV 
becomes  available."* 

The  extent  of  the  HIV  epidemic  among 
Delaware  residents  is  unknown.  There  is  an 

The  authors  are  associated  with  the  Division  of  Public  Health.  Delaware  Depart- 
ment of  Health  and  Social  Services. 

This  survey  was  made  possible  by  the  cooperation  of  the  staff  at  the  STD  clinic 
survey  site,  personnel  at  the  state  laboratory  who  aliquoted  the  specimens  and 
performed  the  HIV  antibody  tests,  and  with  the  help  of  the  coordinator  of  the  STD 
program.  The  authors  would  like  to  thank  members  of  the  Bureau  of  Health  Plan- 
ning and  Resources  Management  for  reviewing  the  manuscript  and  making 
valuable  suggestions. 
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urgent  need  to  determine  the  prevalence  and 
trends  of  HIV  infection  to  target  prevention  ac- 
tivities and  plan  for  the  provision  of  services  to 
those  with  the  disease. 

The  Centers  for  Disease  Control  (CDC)  are  con- 
ducting a comprehensive  “Family  of  Surveys”  to 
determine  the  prevalence  of  HIV  in  the  United 
States  among  specific  subgroups.  The  Delaware 
Department  of  Health  and  Social  Service  - Divi- 
sion of  Public  Health  has  received  funding  to  par- 
ticipate in  these  surveys.  This  is  the  first  of  a 
series  of  reports  on  the  results  of  annual  HIV 
seroprevalence  surveys  being  conducted  in 
Delaware. 

The  CDC-funded  surveys  are  among  ( 1 ) clients 
attending  an  STD  clinic,  (2)  child-bearing  women 
delivering  live  infants,  (3)  female  clients  attend- 
ing a women’s  health  clinic,  and  (4)  clients  at- 
tending a substance  abuse  treatment  center.  This 
report  discusses  the  findings  of  the  first  annual 
survey  for  HIV  seroprevalence  among  patients  at- 
tending a sexually  transmitted  disease  (STD) 
clinic  from  August  28, 1989  to  January  29, 1990. 

HIV  is  transmitted  by  sexual  contact  between 
partners  of  all  orientations.  Patients  attending 
STD  clinics  are  thought  to  be  at  increased  risk  of 
infection  because  the  behaviors  that  lead  to  ac- 
quiring other  STDs  also  increase  the  risk  of  ex- 
posure to  HIV.  Several  other  STDs  that  cause 
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ulceration  of  the  mucous  membranes  have  been 
implicated  as  possible  co-factors  for  acquisition 
of  HIV  infection  (chancroid,  genital  herpes, 
syphilis).^’®  The  prevalence  of  other  STDs  has 
declined  among  homosexual  men  in  some 
areas;^  however,  recent  outbreaks  of  syphilis  and 
chancroid  associated  with  drug  use  and 
heterosexual  prostitution  pose  the  possibility 
of  increased  HIV  transmission  among 
heterosexuals.®'® 


The  STD  clinic  survey  has  five  objectives: 

• Determine  the  prevalence  of  HIV  infection 
in  STD  clinic  clients; 

• Assess  risk  behaviors  associated  with 
seropositivity; 

• Monitor  trends  of  infection  and  risk 
behaviors  over  a period  of  time; 

• Allow  direction  of  HIV  prevention  pro- 
grams to  appropriate  groups  and  evaluate 
the  effectiveness  of  the  programs;  and 

• Permit  the  health  care  system  to  an- 
ticipate the  HIV/AIDS  epidemic  and  plan 
for  the  provision  of  services  to  those  with 
HIV  and  their  families.^® 

Survey  Methods 

Clinic  Selection.  Delaware  is  one  of  39  areas 
with  a STD  clinic  in  a metropolitan  area  par- 
ticipating in  the  CDC  HIV  Family  of  Surveys. 
The  studies  are  to  determine  the  trends  and 
prevalence  of  HIV  in  the  population. “ Clinics 
are  eligible  for  participation  in  the  survey  if  ser- 
vices are  provided  primarily  for  the  treatment  of 
STDs.  The  criteria  for  clinic  selection  included  a 
large  number  of  patients  served  per  week,  the 
demographic  variables  of  the  patient  population 
and  the  willingness  of  clinic  staff  members  to  par- 
ticipate in  annual  surveys. 

This  survey  was  conducted  in  such  a manner 
that  results  could  not  be  connected  with  in- 
dividual identities.  Therefore,  this  survey  was  not 
meant  to  take  the  place  of  anonymous  or  con- 
fidential HIV  testing  programs. 

Patient  Selection.  A patient  was  included  in  the 
survey  if  the  visit  was  the  patient’s  initial  visit 
for  a new  STD  episode  during  the  survey  period 
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and  if  the  patient  had  not  visited  the  clinic  dur- 
ing the  previous  90  days  or  since  the  initiation  of 
the  survey  (August  28,  1989),  whichever  was 
more  recent.  Patients  returning  for  follow-up 
visits  were  excluded.  Patients  presenting  solely 
for  HIV  testing  or  only  for  evaluation  of  HIV 
disease  were  also  excluded.  These  latter  patients 
were  considered  to  be  a biased  group  because  they 
were  assumed  to  be  at  different  risk  from  those 
clients  seeking  treatment  for  STDs." 

Patients  attending  the  clinic  for  STD  treatment 
and  HIV  testing  were  included  in  the  survey. 
Clients  known  to  be  HIV  positive  and  attending 
the  clinic  for  STD  treatment  were  also  included 
in  the  survey. 

Survey  Methodology.  The  survey  was  conducted 
using  1,433  double-blinded  aliquots  from  routine 
blood  specimens  obtained  from  clients  attending 
the  clinic.  The  survey  was  double-blinded  to 
protect  patient  anonymity,  to  prevent  a biased 
selection  of  serosamples  and  to  conform  to  the 
regulations  of  the  federal  Office  for  the  Protection 
from  Research  Risks. 

To  double-blind  the  specimens,  a unique, 
numerical-coded  label  was  placed  on  each  patient 
sample  that  met  the  study  criteria.  The  serum 
was  then  transferred  to  the  state  laboratory 
receiving  unit  where  the  numerical  label  was 
removed  and  placed  on  an  empty  vial.  Clear 
serum  was  aliquoted  from  the  patient’s  sample 
to  the  vial.  The  blinded  serum  sample  was 
transferred  to  the  virology  laboratory  for  testing 
for  HFV  antibodies  by  different  laboratory  person- 
nel. The  patient’s  remaining  serum  was 
processed  in  the  usual  manner  by  laboratory  staff 
not  involved  in  HIV  testing. 

Demographic,  sexual  orientation  and  risk- 
behavior  data  were  collected  on  standardized 
forms.  These  forms  were  coded  by  a unique  survey 
number  not  related  to  patient  numbers  or  names. 
In  addition,  information  associated  with  the 
specimen  - such  as  the  date  of  the  visit,  the 
client’s  age  group  and  county  of  residence  - were 
aggregated  so  that  an  individual  client’s  result 
could  not  be  identified. 

The  blinded  serum  samples  and  demographic 
data  were  matched  by  the  unique  numerical 
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codes.  HIV  test  results  and  the  data  collection 
forms  were  sent  separately  to  the  survey  person- 
nel and  merged  through  the  CDC  HIV  Family  of 
Surveys  software  system. 

Results 

During  the  survey  period,  August  28, 1989,  to 
January  29, 1990, 1,477  specimens  were  obtained, 
of  which  1,433  (97  percent)  had  sufficient 
quantity  to  be  tested.  The  overall  prevalence  of 
HIV  was  higher  than  national  data  would  lead 
one  to  expect:  4.7  percent  (68/1,433)  of  the 
samples  from  this  seroprevalence  survey  among 
STD  patients  were  positive  for  HIV  antibody  (-1-/- 
0.8  percent  with  a 95  percent  confidence 
interval).* 

•All  of  the  confidence  intervals  were  calculated  using  the  finite  population  cor- 
rection formula. 

••The  difference  in  rates  between  genders  is  not  statistically  significant. 


African-American  individuals  had  the  highest 
prevalence  of  HIV  - 5.2  percent  (+/-  0.9  percent) 
compared  to  3.0  percent  (-1-/-  4.3  percent)  in 
Hispanic  individuals  and  1.8  percent  (+/- 1.5  per- 
cent) in  white  individuals.  (See  Figure  1.) 

Due  to  the  clinic  location,  the  population 
attending  the  clinic  site  was  85  percent  African- 
American,  2 percent  Hispanic  and  12  percent 
white.  Although  the  sample  sizes  were  small 
among  Hispanics  and  whites,  the  HIV 
seroprevalence  by  racial/ethnic  groups  in  the 
Delaware  survey  follows  national  trends  among 
STD  clinic  surveys. 

The  survey  results  indicate  an  HIV  transmission 
among  heterosexual  patients  attending  the  STD 
clinic  Women  and  men  had  a similar  prevalence 
of  HIV:  4.9  percent  (-1-/-  1.4  percent)  (24  of  494 
females)  compared  to  4.7  percent  (-1-/- 1.0  percent) 
(44  of  939  males).**  (See  Figure  2.) 


HIV  Seroprevalence  by  Race 

STD  Seroprevalence  Study  8/28/89-1/29/90 

6| 
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White 

Other 
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Percent  Positive 

5.2 

3 

1.8 

0 

4.7 

Number  of  Positives 

64 

1 

3 

0 

68 

Number  of  Clients 

1224 

33 

168 

8 

1433 

Source:  DHSSXAPO  STD  Seroprevalence  Data 
February  1990 


Figure  1 
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Among  heterosexuals  with  no  risk  group  other 
than  presence  in  an  STD  clinic,  the  prevalence  was 
3.8  percent  (+/-  0.7  percent)  (52  of  1,368).  If  the 
heterosexuals  with  another  risk  group  are  includ- 
ed, then  heterosexuals  total  85  percent  of  those  pa- 
tients that  were  found  positive  (58  of  68). 

Among  women,  the  distribution  of  HIV  by  age 
was  bi-modal.  The  two  distinct  peaks  were  in  the 
20  to  24  age  group  (at  6.1  percent  [7  of  115])  and 


in  the  35  to  39  age  group  (at  13.5  percent  [5  of  37]). 
In  comparison,  the  prevalence  of  HIV  in  men  in- 
creased linearly  by  age  group  to  the  high  of  13.0 
percent  (16  of  123)  in  the  30  to  34  age  group. 

In  examining  the  population  as  a whole,  the 
prevalence  of  HIV  increases  linearly  by  age  group 
until  the  age  of  40.  (See  Figure  3.)  While  the  HIV 
prevalence  was  low  in  the  15-  to  19-year-old  age 
group  - 1 percent  (3  of  312)  - it  was  not  zero.  The 


HIV  Seroprevalence  by  Gender 

STD  Seroprcjvalence  Study  8/28/89-1/29/90 


Women  =494 
Men  =939  4.9  % positive 

4.7  % positive 


TolaH433 


Source:  DHSSXAPO  STD  Seroprevalence  Data 
February,  1990 


Figure  2 
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distribution  of  HIV  seroprevalence  in  the  adult 
population  is  as  follows: 

Percentage  Age  Group 


3.3 

6.7 

9.7 
11.1 

0 

7.1 


20  to  24 
25  to  29 
30  to  34 
35  to  39 
40  and  above 
Unknown 


(Regression  analysis  showed  an  r^  = 0.98  when 
the  age  groups  above  40  are  excluded.) 

Gay  and  bisexual  men  had  the  highest 
prevalence  of  HTV:  50  percent  (8  of  16)  and  11.1  per- 
cent (1  of  9),  respectively.  (See  Figure  4.)  Although 
the  sample  sizes  were  small  in  these  groups,  the 
prevalence  of  HTV  is  comparable  to  those  found  in 
other  STD  clinics  participating  in  the  nationwide 
study. 


Every  STD  diagnostic  category  was  found  to  have 
HTV  co-infection,  including  those  without  an  STD. 
The  odds  ratio  for  HIV  was  greater  in 
those  with  gonorrhea  (2:19)  than  those  with 
syphilis  (1:53).  (These  odds  ratios  should  be  inter- 
preted cautiously.  African-American  individuals 
were  a higher  percentage  of  the  gonorrhea  cases 
than  of  the  syphilis  cases.  Therefore,  the 
estimated  relative  risk  may  not  be  associated 
with  the  specific  STD  but  with  other  variables, 
such  as  race,  geographic  residence  or  other  fac- 
tors.) When  the  STD  diagnostic  category  is  com- 
bined with  demographic  data  as  to  who  is  at 
greatest  risk,  over  21  percent  of  the  African- 
American  individuals  aged  30  to  39  who  were 
treated  for  gonorrhea  also  had  HIV.  (Data  not 
shown). 


HIV  Seroprevalence  by  Age  Group 

STD  Seroprevalence  Study  8/28/89-1/29/90 


February  1990 


Figure  3 
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HIV  Seroprevalence  by  Risk  Group 

STD  Seroprevalence  Study  8/28/89-1/29/90 
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Figure  4 


Discussion 

The  seroprevalence  of  HIV  among  the  STD  pa- 
tients in  Delaware’s  survey  is  similar  to  the 
prevalence  in  other  STD  clinics  among  East 
Coast  cities.  The  median  seroprevalence  among 
the  following  cities  and  states  during  survey 
periods  in  1989  are:  Washington  DC.,  3.6  percent; 
Connecticut,  4.0  percent;  Baltimore,  5.6  percent; 
and  New  York  City,  8.8  percent. 

The  survey  findings  indicate  that  HIV  is 
prevalent  at  different  rates  among  subgroups  at- 
tending the  clinic.  The  data  suggest  that  the 
seroprevalence  of  HIV,  while  higher  among 
homosexuals,  bisexual  and  IV  users,  is  endemic 
among  heterosexuals  who  acquire  other  sexual- 
ly transmitted  diseases.* 

24 


Women  attending  the  STD  clinic  were  just  as 
likely  to  have  HIV  antibodies  as  men;  however, 
there  are  some  important  differences  by  gender. 
Women  had  HIV  at  a younger  age  on  average 
than  men.  Women  who  were  IV  drug  users  ap- 
peared to  be  at  increased  risk  for  HIV  in  com- 
parison to  men.  Although  the  number  of  clients 
who  admitted  IV  drug  use  was  equal  in  males 
and  females,  only  female  IV  drug-using  clients 
had  HFV  antibodies  (4  of  22).  This  implies  that  FV- 
drug-using  women  are  exposed  to  HIV  different- 

*The  patient’s  reliability  in  reporting  their  risk  status  was  examined  by  compar- 
ing concurrent  client  data  from  the  Confidential  HIV  Counseling  and  Testing  (CT) 
program  and  syphilis  control  program.  Of  patients  tested  through  the  HFV  CT 
program,  43  percent  (21/48)  were  heterosexuals,  10  percent  (5/48)  were  gay  or  bisex- 
ual, 41.6  percent  (20/48)  were  heterosexual  IV  drug  users,  and  4.2  percent  (2/48) 
had  no  identified  risk. 

Of  the  149  syphilis  cases  treated  from  September  1989  to  December  1989,  96 
percent  (143)  were  heterosexuals  and  4 percent  (6)  were  gay  and  bisexual  men. 
The  gay/bisexual  cases  referred  to  the  clinic  seven  contacts. 

The  data  from  these  two  indep)endent  sources  supports  the  survey  findings  that 
the  sexual  orientation  of  most  of  the  patients  with  HIV  were  heterosexuals. 
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ly  than  their  male  counterparts,  either  through 
dual  exposure  — sexual  and  needle  sharing  — or 
some  other  unidentified  behavior. 

African-Americans,  followed  by  Hispanics,  had 
higher  prevalence  of  HIV  than  whites,  which  is 
concurrent  with  national  trends.  Prevention  ac- 
tivities should  be  focused  on  the  increased  risk 
among  minorities. 

The  association  of  age  and  HTV  infection  is  prob- 
ably due  to  the  increased  number  of  sexual  en- 
counters or  partners  over  time,  and,  consequent- 
ly, elevated  probability  of  acquiring  HIV.  Finding 
HIV  infection  among  15-  to  19-year-old  youths 
raises  concerns  about  the  spread  of  this  disease 
among  teenagers.  Educational  activities  through 
school  health  education  programs  will  remain  an 
important  component  of  prevention  programs. 

Every  STD  diagnostic  category  was  found  to 
have  HIV  co-infection.  The  connection  between 
the  most  common  STD  - gonorrhea  - and  HIV, 
while  not  causal,  may  have  significant  long-term 
implications  for  transmission  of  HIV  among 
heterosexuals.  (In  1989, 3,411  cases  of  gonorrhea 
were  reported  among  Delaware  residents.) 

Viral  transmission  while  a person  has  gonor- 
rhea may  more  easily  occur  due  to  inflammation 
of  the  skin.  In  addition,  staff  at  the  STD  clinic 
report  that  a number  of  male  clients  have  blood 
in  the  urethral  discharge  at  the  time  of  treatment. 
Patients  who  continue  to  have  sex  during  a gonor- 
rhea episode  may  increase  the  rate  of  HIV 
transmission  to  their  sexual  partners. 


Conclusion 

The  overall  prevalence  of  HTV  is  high  among  the 
population  attending  the  STD  clinic  compared  to 
the  national  median  seroprevalence  of  2.2  per- 
cent. The  survey  results  provide  data  that  in- 
dicate the  need  for  increased  focus  on  HTV  preven- 
tion activities  among  minorities  and  heterosex- 
uals. There  are  a number  of  services  available  for 
patients  with  HTV.  In  addition,  continuing  educa- 
tion is  available  to  help  providers  learn  more 
about  HTV  to  provide  high-quality  care  to  their 
patients. 

The  Division  of  Public  Health  has  directed 
several  changes  in  the  HTV  prevention  programs 
as  a result  of  this  survey.  The  Division  of  Public 
Health  — AIDS  Program  Office  has  assigned  an 
educator  to  assist  the  STD  clinic  staff  with  HIV 
prevention  programs.  Contractors  with  the  Divi- 
sion of  Public  Health  that  provide  HTV  prevention 
programs  have  been  informed  of  the  survey  results 
and  are  required  to  increase  their  prevention  ac- 
tivities in  the  geographic  areas  with  elevated  HTV 
seroprevalence. 

The  Division  of  Public  Health  recommends  that 
health  care  providers  treating  patients  for  STDs 
consider  the  possibility  of  HTV  co-infection.  The 
Division  requests  that  providers  recommend  to  pa- 
tients with  a history  of  more  than  one  sexual  part- 
ner that  they  seek  HIV  counseling  and  testing. 
Free,  anonymous  or  confidential  HTV  counseling 
and  testing  is  available  through  clinics  located  in 
Delaware  State  Service  Centers.  Information  on 
the  location  of  the  testing  sites  can  be  obtained 
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from  the  Delaware  AIDS  Hotline  at 
1-800-422-0429  or  from  the  AIDS  Program  Office 
at  995-8422. 

HIV  patients  who  live  in  New  Castle  County 
may  be  referred  for  follow-up  to  the  Medical 
Center  of  Delaware  — Infectious  Disease  Clinic  at 
the  Wilmington  Hospital.  Appointments  may  be 
made  by  calling  428-2538  — the  phone  is  answered 
as  the  HIV  grant  program.  Written  evidence  of  a 
positive  HIV  Western  Blot  is  required  to  schedule 
an  appointment.  Providers  should  be  aware  that 
there  is  currently  a six-week  wait  for 
appointments. 

HIV  patients  who  live  in  Kent  or  Sussex  Coun- 
ties may  be  referred  to  the  Georgetown  HIV 
Wellness  Clinic.  Appointments  may  be  made  by 
calling  856-5119.  Written  confirmation  of  a 
positive  HIV  Western  Blot  is  required  to  schedule 
an  appointment  at  the  clinic. 

The  patient’s  physician  is  encouraged  to  con- 
tinue to  provide  medical  care.  The  Mid-Atlantic 
Regional  AIDS  and  Education  Training  Center 
(MARAETC)  has  received  federal  funding  to  pro- 
vide AIDS  education  to  health  care  providers  in 
Delaware.  Providers  may  contact  Arlene  Binscik, 
R.N.,  at  428-2538  for  more  information. 

AIDS/HFV  patients  who  live  in  New  Castle 
County  and  require  social  services  may  be  referred 
to  Vicki  Crompton  at  995-8463;  in  Kent  and 
Sussex  Counties,  they  may  be  referred  to  Judy 
Estilow  at  856-5120. 

The  Division  of  Public  Health  has  a Partner 
Notification  Assistance  Program  (PNAP)  to  help 
individuals  with  HIV  to  notify  sexual  and  needle- 
sharing partners  about  potential  exposure. 
Although  notification  by  the  patient  is  preferred, 
PNAP  staff  will  notify  partners  directly  if  re- 
quested by  the  client  or  the  physician.  Appropriate 
information  about  the  partner  and  how  he  or  she 
can  be  identified  is  necessary.  Tb  use  PNAP  ser- 
vices, call  1-800-282-8672  and  ask  for  the  Partner 
Notification  Assistance  Program. 
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Photographs  of  the  #3  French 
Miniature  Femoral  Arteriography  Catheter 


In  the  November  issue  of  the  Delaware  Medical  Journal  we  published  the  experience  of  Joseph  Ullman, 
M.D.,  with  the  #3  French  miniature  femoral  arteriography  catheter.  We  inadvertently  omitted  illustra- 
tions that  should  have  accompanied  the  report.  They  are  reproduced  here  with  our  apologies  to 
Dr.  Ullman. 

Ed. 


Figure  1 

#3  French  catheter  (bottom)  compared  to  a #5  French  catheter. 
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Figure  2 

Digital  subtraction 
angiography  via  #3  French 
catheter  showing  right 
superficial  femoral  artery 
occlusion. 
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Figures  3 and  4 

Conventional  angiography  via  #3  French  catheter. 
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PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 

■ Cardiology 
Update  V 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology.  . . 


Wednesday,  March  6,  1991 

Women  and  Coronary  Heart  Disease 
Moderator:  Bernard  L.  Segal,  M.D. 

3:00-3:30  The  diagnosis  and  management  of  ischemic  heart  disease  in  women  — 
Michael  S.  Feldman,  M.D. 

3:30-4:00  Coronary  artery  bypass  surgery  in  women  — 

James  D.  Sink,  M.D. 

4:00-5:00  Case  Presentations  — Thach  N.  Nguyen,  M.D. 

Panel  Discussion  — Philip  A.  Bhark,  M.D.,  Michael  S.  Feldman,  M.D., 
Marvin  Rosner,  D.O.,  William  J.  Untereker,  M.D., 

Jan  R.  Weber,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 

Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


EDITORIALS 


Aging  and  Spirituality 


At  the  Medical  Society’s  annual  meeting,  Les 
Whitney  and  I were  given  an  opportunity  to 
address  the  Prayer  Breakfast  on  the  topic  “Aging 
and  Spirituality.”  In  opening  the  meeting,  the 
Society’s  outgoing  president.  Bill  Duncan,  quoted 
from  Proverbs.  I was  interested  to  find  that 
although  he  and  I differ  in  our  religious  persua- 
sions, we  both  have  found  Proverbs  to  be  one  of 
the  finest  sources  of  non-sectarian  advice  on  how 
to  live  one’s  life. 

Indeed,  it  is  how  you  live  your  life  that  bespeaks 
your  true  religion,  regardless  of  any  verbal  pro- 
testations you  may  make.  So  if  your  life  is  your 
religion  and  your  life  changes  with  aging,  then 
does  your  religion  change  as  well?  The  answer 
must  be  “no”  and  “yes.”  We  need  to  separate  the 
inseparable. 

It  is  first  necessary  to  separate  aging  from 
retirement;  they  are  not  the  same.  Certainly 
retirement  changes  your  Vdestyle.  Typically  it  oc- 
curs at  a specific  time,  and  it  happens  suddenly 
and  dramatically.  Aging,  on  the  other  hand,  is 
gradual  and  life  long,  proceeding  at  different 
speeds  in  different  people. 

Retirement  is  a blessing  to  some  and  a burden 
to  others,  depending  on  how  each  individual 
perceives  and  uses  the  gains  and  losses  it  brings. 
Certainly  it  takes  less  money  than  you  an- 
ticipated. I’m  not  sure  why,  but  maybe  it  is 
because  life  is  less  formal.  There  is  no  need  to  im- 
press anyone.  You  are  no  longer  struggling  to  get 
ahead. 


Probably  the  most  dangerous  change  retire- 
ment brings  is  the  loss  of  routine.  Good  health 
and  long  life  depend  on  one’s  having  a routine, 
and  the  sudden  lack  of  any  compelling  need  to  be 
any  specific  place  at  any  specific  time  can  affect 
everything  from  brushing  your  teeth  to  your 
waistline,  your  nutritional  and  sleep  habits  to 
your  love  life. 

For  example.  I’ve  had  a low  back  problem  for 
many  years,  but  I controlled  it  by  doing  some  mild 
calisthenics  each  morning.  However,  if  I neglect 
to  dress  up  or  shave  before  breakfast,  or  if  I linger 
over  coffee  and  the  morning  paper,  the  exercise 
program  goes  out  the  window.  Lo  and  behold,  the 
back  problem  becomes  troublesome  again.  I had 
to  create  a new  exercise  routine. 

For  many,  the  psychological  losses  brought  by 
retirement  can  be  even  more  devastating.  All 
titles  end  with  retirement,  so  you  go  from  being 
“Doctor  Somebody”  to  “Mister  Nobody.”  In  your 
own  hospital,  virtually  nobody  knows  you  two 
years  after  you  leave. 

In  addition,  there  is  always  some  sense  of 
failure.  None  of  us  achieve  everything  we  set  out 
to  do.  We  all  know  in  our  hearts  that  we  could 
have  done  a little  better.  If  we  had  done  A instead 
of  B things  might  have  worked  out  better,  but  now 
it’s  too  late  to  change  that.  I read  a quote  by  Adlai 
Stevenson  recently  and  was  surprised  to  find  that 
he  felt  he  had  been  a failure,  yet  for  most  of  us, 
to  achieve  what  he  did  would  have  been  con- 
sidered outstanding  success,  even  if  he  didn’t  win 
the  presidency.  Yet  even  he  knew  in  his  heart  that 
he  could  have  done  better. 
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Editorial 


There  are  compensations,  however.  One  of  the 
most  comforting  is  the  sense  of  the  continuum  of 
mankind.  Of  being  a part  of  the  ongoing  stream 
of  humanity.  Of  being  no  more  than  a drop  of 
water  in  the  mighty  river  of  life.  Of  having  a com- 
monality with  all  other  people  who  have  gone 
before  and  experienced  the  same  buffets  and  bou- 
quets life  has  to  offer. 

Another  major  gain  retirement  offers  is  choices: 
you  can  be  as  busy  - or  maybe  busier  - as  you 
want.  But  at  least  your  time  is  spent  doing  things 
you  want  to  do,  whether  your  choice  is  to  play  golf 
or  putter  in  the  garden,  to  travel  or  to  become  in- 
volved in  community  service. 

Aging,  as  opposed  to  retirement,  is  a life-long 
process.  You  probably  first  became  aware  of  it  in 
your  early  30s,  when  you  realized  that  some  day 
you  were  going  to  die.  But  at  65  or  70,  “some  day” 
is  not  that  long  down  the  road.  It  is  down  there 
about  20  years,  waiting  for  you.  Or  if  you  see  your 
friends  depart  one  by  one,  it  may  not  even  be  that 
long. 

You  think  back  20  years,  and  it  doesn’t  seem 
any  time  at  all,  and  you  notice  that  each  year  goes 
by  faster  than  the  one  before.  You  notice  a little 
physical  and  mental  wear  and  tear.  Surely  you 
could  still  run  if  you  wanted  to,  but  who  wants  to? 
My  favorite  verse  says  it  all: 

I’ve  gotten  used  to  my  bifocals 
And  my  dentures  fit  me  fine 
I can  live  with  my  arthritis 
But  I sure  do  miss  my  mind. 

Some  things  never  change.  You  go  back  to  some 
college  or  medical  school  reunion,  and  as  you 
shake  hands  with  some  stranger  you  read  his 
nametag.  Can  this  grizzled  old  duffer  really  be 
Ted,  the  bon  vivant,  the  handsome  athlete  that 
all  the  girls  were  crazy  about?  Surely  not!  But  as 
you  talk  with  him  you  gradually  realize  that  Tbd 
is  still  there,  lurking  behind  that  wrinkled  old 
face,  ready  to  bowl  you  over  with  the  same  wit  and 
charm  he  had  40  or  50  years  ago.  Soon  you  are 
having  a great  time  chortling  over  all  the  crazy 
things  you  used  to  do.  His  basic  personality  hasn’t 
changed. 
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Another  thing  that  doesn’t  change  is  the  need 
to  be  useful.  My  92-year-old  mother  is  nearly 
blind,  partly  deaf,  often  incontinent,  and 
wheelchair-bound  by  an  absolutely  useless  right 
knee.  Is  it  any  wonder  she  gets  depressed?  I visit 
her  in  the  nursing  home  every  day.  I only  stay  for 
20  to  30  minutes;  longer  would  be  too  tiring. 

We  talk  about  the  old  days  and  long  dead 
friends  and  relatives.  About  a year  ago  I started 
asking  her  advice  and  telling  her  how  proud  I was 
of  her  for  her  spirit,  determination  and  cheer- 
fulness. I let  her  know  how  much  I enjoyed  our 
daily  visits,  after  all  those  years  when  we  had 
been  too  busy  to  visit.  The  change  in  her  attitude 
was  certainly  noticeable  - maybe  even  dramatic 
- as  she  developed  a new  sense  of  identity  and 
usefulness. 

In  the  same  way,  our  basic  religious  beliefs  do 
not  change  over  the  years.  We  may  develop  new 
insights  and  understanding  of  some  of  the  more 
complex  philosophies  of  our  particular  religion, 
but  the  basic  tenets  remain  the  same.  I do  note, 
however,  a tendency  to  separate  what  is  God- 
made  from  what  is  man-made.  I tend  to  grow  im- 
patient with  some  of  the  rituals  and  repetitious 
prayers  and  sayings,  but  that  is  merely  a reflec- 
tion of  my  own  individual  needs  and  non-needs. 
I recognize  that  to  many  others  those  things  may 
be  very  important. 

We  each  travel  different  pathways  to  our  own 
understanding  of  God,  and  each  of  us  has  as  much 
or  as  little  formal  religion  as  we  need  to  stabilize 
our  lives.  I have  chosen  a church  that  recognizes 
and  accepts  a broad  spectrum  of  beliefs.  It  helps 
me  feel  a part  of  the  total  stream  of  humanity, 
which  is  a very  broad  spectrum  indeed. 

E.  Wayne  Martz,  M.D. 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  1990 

PART  I 


The  201st  Annual  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  was  called  to  order  at  the 
Delaware  Academy  of  Medicine  Building,  Wilmington, 
Delaware,  on  Friday,  November  16,  1990,  at  1:30  p.m.  with 
William  H.  Duncan,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  adopt  the 
Proceedings  of  the  1989  session. 

Dr.  Duncan  presented  the  Report  of  the  President.  He  then 
turned  the  meeting  over  to  Roger  B.  Thomas,  Jr.,  M.D., 
Speaker  of  the  House  of  Delegates,  for  the  reports  of  the 
Reference  Committees. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

1990  was  a turbulent  year  for  the  Medical  Society,  filled 
with  numerous  challenges  and  paradoxes.  It  is  no  surprise  to 
any  of  you  that  the  practice  of  medicine  and  the  delivery  of 
health  care  continues  in  a revolutionary  spiral,  not  the 
calculated  and  logical  evolution  usually  expected  of  scientific 
endeavors. 

One  of  the  most  noteworthy  of  these  events  was  the  final 
passage  and  signing  into  law  of  HB  111,  the  revisions  to  the 
Medical  Practices  Act.  The  challenge  was  to  get  it  passed  in 
an  acceptable  format  that  protected  the  citizens  of  Delaware 
first  and  foremost,  but  at  the  same  time  protected  the  rights 
of  the  physicians.  The  paradox  was  that  there  was  a better 
and  more  comprehensive  approach  that  could  have  moved 
Delaware  and  its  legislative  leaders  into  the  21st  century,  but 
political  expediency  turned  out  to  be  more  practical  for  all 
concerned. 

The  challenge  of  putting  the  Society  on  a firm  and  reliable 
financial  footing  was  the  most  difficult  task  of  this  past  year. 
Difficult  because  it  happened  and  difficult  because  other  fac- 
tors than  practicality  and  need  had  to  be  seriously  addressed. 
In  order  to  stabilize  the  Society’s  finances,  it  has  been 
necessary  to  recommend  an  increase  in  the  annual  dues.  This 
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recommended  dues  increase,  like  all  dues  increases,  has  not 
been  greeted  with  great  enthusiasm  even  though  we  are  the 
47th  lowest  state  in  this  category.  We  must  have  it  to  main- 
tain the  status  quo  of  our  current  programs  and  to  have  time 
to  determine  the  future  course  of  the  Society.  Continued  AMA 
unification  has  been  discussed  in  this  same  context,  and  I will 
address  this  issue  later.  To  meet  the  Society’s  financial 
challenge,  programs  were  cut  back,  staff  took  cuts  and  essen- 
tial purchases  were  delayed.  The  paradox,  of  course,  is  that 
because  of  the  need  for  a conservative  approach  to  these  issues, 
there  are  no  new  or  innovative  programs  to  attract  younger 
physicians  who  view  the  Society  one  year  after  another  only 
replicating  the  year  before.  Somehow,  sometime,  this  has  to 
change  if  we  are  to  maintain  a prestigious  place  not  only  in 
society  at  large  but  among  ourselves.  The  Budget  Commit- 
tee deserves  high  commendation  for  their  efforts. 

I was  literally  shocked  to  learn  that  a full  fourth,  over  400, 
of  physicians  practicing  medicine  in  Delaware,  are  not 
members  of  the  Society,  yet  they  have  materially  benefited 
by  all  of  our  legislative  activity,  our  Medicaid  negotiations, 
the  Society’s  dedication  to  assure  that  malpractice  insurance 
is  available  to  all  physicians  in  Delaware,  and  a myriad  of 
other  positive  Society  programs.  Our  future,  our  life’s  blood, 
is  our  membership.  This  is  the  immediate  and  essential 
challenge  to  be  met  by  this  Society.  Unified  membership  in 
the  AMA  as  the  cause  for  these  new  members  not  joining  is 
a rationalization.  Only  four  percent  of  our  colleagues  failed 
to  renew  because  of  unification.  Solicited  new  members  rarely 
use  unification  as  a reason  not  to  join.  They  do  not  join  since 
they  can  enjoy  a “free  ride”  and  perhaps  more  importantly 
they  do  not  see  any  obvious  benefits  for  them  from  Society 
membership.  The  most  rare  reason  of  all  for  not  joining  is  cost. 
This  must  change.  Our  failure  of  unity  within  Delaware  is  one 
of  the  driving  forces  that  keeps  this  revolution  boiling. 

The  Society  continues  to  support  the  premise  that  affordable 
medical  malpractice  insurance  should  be  available  to  all 
physicians  in  Delaware,  and  to  that  end  created  the  Medical 
Society  of  Delaware  Insurance  Services  (MSDIS).  This  past 
year  the  Board  of  Trustees  enhanced  its  oversight  activity  of 
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this  subsidiary  corporation  in  a number  of  ways  such  as  in- 
viting the  President  of  MSDIS  to  become  a p)ermanent  “guest” 
of  the  Trustees  and  by  the  Trustees  providing  the  “Directors 
and  Officers”  indemnification  for  MSDIS.  The  paradox  is  that 
where  there  was  one  and  then  two  companies  selling  malprac- 
tice insurance  in  the  state,  there  are  now  eight.  Which  com- 
panies does  the  Society  approve  and  endorse?  What  are  the 
criteria?  Which  companies  will  stay  when  times  get  tough? 
How  can  we  get  more  physicians  to  participate  in  MSDIS?  The 
paradox:  the  Society  through  MSDIS  has  made  the  climate 
so  good  we  created  our  own  competition. 

Despite  the  fact  that  our  members  were  offered  the  oppor- 
tunity, very  few  chose  to  participate  in  the  State’s  Indigent 
Care  Task  Force.  The  challenge  was  to  assure  the  physician’s 
point  of  view  was  represented.  The  few  who  participated  tried, 
but  such  a small  number  of  representatives  were  not  able  to 
have  the  impact  that  a hundred  might  have  had.  The  paradox 
is  the  EDS  Medicaid  fiscal  system  which  has  created  signifi- 
cant stress  among  patients,  providers,  state  agencies  and  the 
fiscal  intermediary.  And,  the  delivery  of  basic  care  to  the 
underinsured  is  still  mostly  unresolved,  in  my  view,  because 
more  doctors  were  not  more  involved  early  on.  The  passage 
into  law  of  HB  712  permitting  advanced  registered  nurse  prac- 
titioners billing  third  parties  for  services  is  a direct  result  of 
this  unresolved  problem.  In  recent  weeks  there  has  been  a 
great  deal  more  physician  involvement. 

The  Medical  Society  had  provided  to  members  a group 
health  insurance  capability  with  Blue  Cross/Blue  Shield  of 
Delaware.  This  year  the  cost  to  the  subscribers  increased 
significantly  - and  I mean  significantly  - higher  than  any  other 
group  we  could  identify.  By  discontinuing  this  “benefit,”  our 
members  were  able  to  realize  significant  savings  in  their 
premiums.  If  this  is  not  a paradox,  what  is?  The  Society  was 
able  to  assist  each  subscriber  of  this  program  to  find  alter- 
native coverage  at  lower  cost. 

Members  of  the  Society  worked  endless  hours  to  receive  ap- 
proval by  the  Accreditation  Council  for  Continuing  Medical 
Education  to  accredit  CME  throughout  the  state.  This 
achievement  should  be  recognized  as  a significant  opportunity 
to  our  members  and  should  be  vigorously  pursued.  It  may  also 
have  the  capability  to  generate  income  and  thereby  assist  in 
improving  the  Society’s  finances. 

The  significant  challenge  that  I hoped  to  address  during  my 
term  was  an  appropriate  reorganization  of  the  Society  to 
prepare  it  to  enter  the  21st  century.  The  paradox  in  this  in- 
stance was  that  so  many  urgent  issues  arose  there  was  no  time 
left  to  study  and  meet  and  to  determine  just  how  we  should 
reorganize.  However,  a Strategic  Planning  Committee  has 
been  appointed  to  present  a Plan  to  the  Trustees  by  the  end 
of  1991. 

I have  previously  mentioned  unification  with  the  AMA. 
Unification  has  served  to  increase  Delaware’s  voice  and  in- 
fluence at  a national  level.  It  has  also  resulted  in  significant 
assistance  to  Delaware  from  the  AMA.  The  challenge  at  this 
time  is  to  get  greater  recognition  and  assistance  from  the 
AMA.  The  AMA  has  provided  or  is  scheduled  to  provide  the 
following:  enhanced  payments  under  the  AMA  Membership 
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Incentive  Program;  direct  and  in-kind  membership  develop- 
ment assistance;  contributions  toward  the  purchase  of  desktop 
publishing  equipment;  computer  software  development 
assistance;  long  range  planning  consultation;  and  a propiosed 
interest  free  loan  of  almost  $30,000  to  be  repaid  only  in  the 
event  that  we  de-unify. 

As  you  can  see,  unification  is  working  for  us.  Though  not 
previously  a supporter  of  AMA  unification,  I am  now  fully  in 
agreement  with  unification  because  of  the  visible  benefits 
that  have  accrued  to  Delaware. 

In  closing,  I will  just  list  some  items  that  I feel  to  be  of 
significance  and  interest  to  the  membership. 

In  cooperation  with  the  New  Castle  County  Medical  Socie- 
ty, we  are  doing  everything  possible  to  prevent  the  establish- 
ment in  Delaware  of  Caller  ID.  We  have  an  excellent  plan 
developed  as  a result  of  last  year’s  Resolution  894  recommending 
the  establishment  of  a State  Department  of  Health.  We  have 
been  instrumental  in  influencing  the  development  of  the 
Statewide  paramedic  program.  The  Ethics  Committee  has 
greatly  matured  in  terms  of  the  issues  they  are  addressing 
and  by  the  addition  of  the  lay  members.  The  further  develop- 
ment of  School-Based  Health  Centers  continues  to  improve 
in  large  measure  due  to  the  influence  of  the  Society.  The  same 
holds  true  for  educational  requirements  for  those  who  teach 
health  education  in  the  school  system.  The  Delaware  Medical 
Journal  has  become  more  timely  and  has  significantly 
enhanced  its  editorial  content.  Finally,  the  Auxiliary  con- 
tinues to  do  a fine  job  in  political  action  and  fund  raising  for 
educational  purposes. 

Lastly,  I believe  the  Society  has  achieved  significant  recogni- 
tion as  an  influential  force  in  the  development  of  health  policy 
for  the  State.  This  was  evidenced  when  the  Governor  and  the 
Secretary  of  Health  and  Social  Services  spent  over  two  hours 
discussing  health  issues  with  your  Board  of  Trustees  in  Oc- 
tober. This  is  an  initiative  we  must  keep  going. 

I thank  you  for  the  opportunity  to  have  been  your  President. 
I have  tried  diligently  to  represent  you  in  all  matters  that  have 
come  before  the  Society.  The  challenges  for  medicine  will  con- 
tinue and  will  become  more  complex.  I am  very  secure  in  the 
fact  that  together  we  can  face  this  future  and  make  things 
happen  for  us.  I believe  we  can  improve  the  quality  and 
availability  of  medical  care  for  all  Delawareans.  I also  feel  very 
secure  in  turning  the  reins  of  this  organization  over  to  Ali 
Hameli,  and  to  thank  him  for  all  he  has  done  and  will  do  for 
the  Medical  Society  of  Delaware. 

William  H.  Duncan,  M.D. 

President 

(The  report  was  filed  with  commendation  to  Dr.  Duncan  for 
a year  of  dedicated  and  effective  service  and  a recommenda- 
tion for  formation  of  Board  of  Trustees  Committees  for  new 
membership  recruitment  and  public  relations.) 
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REPORT  OF  THE  PRESIDENT-ELECT 

Since  we  celebrated  the  landmark  200th  Anniversary  of  the 
State  Medical  Society  last  year,  I have  attended  numerous 
committee  meetings,  participated  in  the  deliberations  of  the 
Board  of  Trustees  and  represented  the  President  of  our  Society 
at  events  both  within  and  outside  the  State.  This  has  given 
me  the  opportunity  to  learn  more  about  the  magnitude  of  the 
complex  issues  confronting  physicians  in  Delaware. 

This  invaluable  experience,  along  with  my  participation  in 
the  activities  of  the  Society  during  the  past  quarter  of  a cen- 
tury, will  provide  me  with  a solid  base  to  meet  any  challenge 
and  work  with  the  membership  of  the  Society  to  oversee  the 
evolution  of  the  practice  of  medicine  in  our  State  during  the 
coming  year. 

Ali  Z.  Hameli,  M.D. 

President-Elect 

(The  report  was  filed  with  commendation  and  best  wishes  for 
the  coming  year.) 

REPORT  OF  THE  VICE  PRESIDENT 

As  Vice  President  of  the  Medical  Society  of  Delaware,  I was 
invited  to  and  attended  the  1990  National  Leadership  Con- 
ference of  the  American  Medical  Association  held  in  Phoenix, 
Arizona,  in  February  of  1990.  This  was  an  extremely  in- 
teresting and  enlightening  conference,  and  as  a result  of  this 
conference  I became  fully  convinced  that  the  only  hope  of 
changing  the  path  of  medicine  at  this  time  is  through  the  ef- 
forts of  organized  medicine. 

At  the  request  of  Dr.  William  Duncan,  I have  served  as 
liaison  for  various  assigned  committees  and  feel  that  this  has 
been  an  extremely  constructive  approach,  as  far  as  the  rela- 
tionship between  the  trustees  and  the  various  committee 
chairmen  are  concerned. 

I have  certainly  enjoyed  and  hopefully  learned  a good  deal 
through  watching  and  working  with  Dr.  Duncan  this  year  and 
look  forward  to  working  with  Dr.  Ali  Hameli  during  the  com- 
ing year. 

James  P.  Marvel,  Jr.,  M.D. 

Vice  President 

(The  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

The  Society’s  Board  of  Trustees  has  held  11  meetings  dur- 
ing the  past  year.  All  business  transacted  by  the  Society  has 
been  recorded  in  the  minutes  as  presented  by  the  Secretary. 
The  Medical  Society’s  committees  have  also  held  numerous 
meetings  throughout  the  year,  and  minutes  are  on  file  in  the 
office  of  the  Society. 

The  Society’s  in-service  programs  on  AIDS  have  continued, 
through  the  efforts  of  School  Health  Committee  chairman, 
Diana  Dickson-Witmer,  M.D.,  and  many  other  participating 
physicians. 
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The  Society  sponsored  the  following  programs  during  the 

past  year: 

- “Delaware  Continuing  Medical  Education  for  Physicians 
1989-1990’’  at  Beebe  Medical  Center,  Kent  General 
Hospital,  Milford  Memorial  Hospital,  Nanticoke  Memorial 
Hospital,  and  Riverside  Hospital,  with  Jefferson  Medical 
College 

- “Rheumatology  Update  1990”  on  March  6th  at  the 
Delaware  Academy  of  Medicine,  with  the  Delaware 
Chapter,  Arthritis  Foundation 

- “1990  Delaware  Health  Law  Seminar”  on  March  19th,  at 
the  Dover  Sheraton  Inn,  with  Jefferson  Medical  College 
and  the  law  firm  of  Saul,  Ewing,  Remick  & Saul 

- “Medicaid  OTC  Coverage  Pilot  Program”  on  May  16th  at 
ICI  Americas  Inc.  in  Wilmington  and  May  17th  at  Kent 
General  Hospital,  with  the  Department  of  Health  and 
Social  Services  Medicaid  Unit  and  the  Delaware  Phar- 
maceutical Society 

- Physician/Clergy  Breakfast  on  May  24,  1990 

- “Eastern  Shore  Medical  Symposium”  June  17-22, 1990,  in 
Lewes,  with  Jefferson  Medical  College  and  the  Universi- 
ty of  Delaware 

- “Seniors’  Beach  Day  Wellness  Fair”  on  September  28th  in 
Rehoboth  Beach,  with  the  Delaware  Division  of  Aging 

- “Trends  in  Gastroenterology -a  Medical  Symposium”  on 
October  2nd  at  the  Delaware  Academy  of  Medicine,  in 
cooperation  with  the  Medical  Center  of  Delaware 

- “Pain  Management:  A Rational  Approach”  on  October  6th 
at  the  Delaware  Academy  of  Medicine,  with  Jefferson 
Medical  College,  the  Delaware  Pharmaceutical  Society, 
and  the  Delaware  Nurses’  Association 

- “Thromboembolic  Disease:  Diagnosis  and  Management” 
on  October  31st  at  the  Delaware  Academy  of  Medicine,  in 
cooperation  with  the  Cardiology  Section,  Medical  Center 
of  Delaware 

A comparison  of  the  Society’s  membership  in  1989  and  1990 

follows: 


1990  Membership* 


Dues-paying 

Dues-exempt 

Members 

Total 

Kent 

89 

17 

106 

New  Castle 

696 

204 

900 

Sussex 

127 

21 

148 

912 

242 

1,154 

*Figures  do  not  include  12  pending  applications. 
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1989  Membership** 


Dues-paying 

Dues-exempt 

Members 

Total 

Kent 

82 

17 

99 

New  Castle 

691 

243 

934 

Sussex 

128 

20 

148 

901 

280 

1,181 

**Figures  did  not  include  15  pending  applications. 


A complete  report  of  the  Proceedings  of  the  1990  House  of 
Delegates  will  appear  in  the  January  1991  and  February  1991 
issues  of  the  Delaware  Medical  Journal.  The  report  will  also 
be  on  file  in  the  office  of  the  State  Medical  Society. 

Margaret  Anne  Motl,  M.D. 

Secretary 

(The  report  was  filed  with  note  of  the  fact  that  the  1989  year- 
end  membership  total  for  Sussex  County  was  144,  as  noted 
in  the  report  of  the  President  of  the  Sussex  County  Medical 
Society.) 


In  summary,  we  have  had  a surprise  this  year  with  a loss 
of  funds  from  two  independent  sources.  This  will  necessitate 
a recommendation  for  a dues  increase  at  this  time  and  which 
should  be  re-evaluated  on  an  annual  basis,  as  the  sources  of 
income  may  rise  or  fall.  Fiscal  restraint  will  also  need  to  be 
exercised,  as  has  already  been  done. 


I have  been  greatly  honored  and  pleased  to  work  with  of- 
ficers and  trustees  of  the  Medical  Society  of  Delaware  this  past 
yeeu'.  I would  like  to  give  special  thanks  to  the  Executive  Direc- 
tor, Mark  Meister,  for  his  great  assistance. 

Garth  A.  Koniver,  M.D. 

Treasurer 

(The  report,  with  the  attachments  that  follow,  was  filed.) 


MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 
OCTOBER  31,  1990 


TREASURER'S  REPORT 


The  1990  fiscal  year  of  the  Medical  Society  of  Delaware  will 
end  with  a deficit  which  was  created  primarily  by  two  major 
items  that  occurred  during  the  year.  First,  the  Medical  Society 
has  stopped  sponsoring  the  Blue  Cross/Blue  Shield  plan  for 
members  and  their  office  employees  who  wished  to  belong  to 
it,  as  the  rates  had  become  excessively  high  and  members 
could  get  a better  overall  package  individually  rather  than 
belonging  to  this  group.  Second,  we  were  notified  by  MSDIS 
that  the  dividend  paid  this  year  would  be  substantially  lower 
than  in  previous  years. 

Costs  and  expenditures  have  remained  fairly  close  to  budget 
except  for  a few  small  items  primarily  brought  about  by  our 
going  on  a new  computer  system  and  the  related  costs  that 
involved.  These  were  primarily  one  time  charges. 


The  Society  membership  dues,  at  this  point,  are  among  the 
lowest  in  the  nation.  This,  of  course,  has  been  the  case  for  a 
long  period  of  time  and  has  been  primarily  due  to  the  contribu- 
tion of  funds  from  other  sources,  primarily  MSDIS.  Because 
of  this  change,  a review  was  carried  out  by  the  Budget  Com- 
mittee and  Board  of  Trustees,  which  follows  in  this  book. 
While  it  is  possible  that  MSDIS  dividends  will  increase  in 
years  to  come,  we  must  approach  this  problem  now,  and,  I feel, 
become  fiscally  sound  without  this  source  of  income. 
Therefore,  I support  the  Budget  Committee’s  recommenda- 
tion for  a dues  increase  for  1991.  This  should  be  re-evaluated 
every  year.  The  Society  is  also  in  the  process  of  re-evaluating 
our  costs,  although  due  to  the  general  conservative  nature  of 
the  Board  over  the  years,  there  is  not  a great  deal  that  can 
be  done  in  this  regard.  In  any  event,  meeting  costs,  health  in- 
surance expenditures  and  salary  increases  will  be  pared  down 
for  the  future. 


1990 

ACTUAL 

RECEIPTS 

BUDGET 

AS  OF  10/31 

1989  DUES  & 

AMA  REBATE 

179,100.00 

182,933.48 

SERVICES 

13,175.00 

20,699.50 

INTEREST/DIVIDENDS 

200,000.00 

75,833.93 

MISCELLANEOUS 

0.00 

288.01 

TOTAL  BUDGET  RECEIPTS 

392,275.00 

279,754.92 

1990 

DISBURSEMENTS 

BUDGET 

EXPENDITURES 

PERSONNEL 

211,208.00 

180,383,84 

BOARD  & COMMITTEES 

27,000.00 

12,056.50 

INSURANCE 

9,372.00 

7,660.00 

LEGAL  COUNSEL 

10,000.00 

7,368.52 

ACCOUNTING  & AUDIT 

5,000.00 

6,755.00 

PUBLIC  RELATIONS 

19,200,00 

15,372.55 

OFFICE  SPACE 

11,600.00 

10,917.00 

OFFICE  SUPPLIES 

4,749.00 

3,322.35 

TELEPHONE 

5,046.00 

3,069.20 

POSTAGE 

10,091.00 

8,566.53 

PRINTING/PHOTOCOPY 

12,402.00 

5,517.58 

EQUIPMENT 

13,180.00 

9,506.85 

TRAVEL 

15,000.00 

15,265.07 

NEWSLETTER 

4,500.00 

3,763.24 

DUES/CONTRIBUTIONS 

1,425.00 

936.00 

SUBSCRIPTIONS 

- 600.00 

793.83 

AUXILIARY  CONTRIBUTION  3,500.00 

3,500.00 

DMJ  DUES  EXEMPT 

1,700.00 

1,790.00 

PHYSICIAN  HEALTH 

CMTE  PHONE 

450.00 

472.44 

MISCELLANEOUS 

200.00 

713.80 

TOTAL  BUDGET 

DISBURSEMENTS 

366,223.00 

297,730.40 

SURPLUS  (DEFICIT) 

26,052.00 

(17,975.48) 
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BANKING,  INVESTMENT  AND  FUND 
ACCOUNT  BALANCES 
AS  OF  OCTOBER  26,  1990 


Independent  Auditor's  Report 


CASH 


CASH  IN  BANK 
PETTY  CASH 

$5,587.80 

246.75 

TOTAL  CASH 

$5,834.55 

INVESTMENTS 
GENERAL  FUND 
JOURNAL 
PORTFOLIO 

$147,404.54 

15,944.72 

134,686.10 

TOTAL  INVESTMENTS 

$298,035.36 

RESTRICTED  FUNDS 
BENEVOLENCE  FUND 
BENEVOLENCE  FUND 
BUILDING  FUND 
EDUCATION  FUND 

$23,920.44 

12,584.95 

92,851.55 

20,623.99 

TOTAL  RESTRICTED 
HEALTH  INS.  PROGRAM 
INSURANCE  - BCBS 
INSURANCE  - PHC 
INSURANCE  - PHC  CDs 

$149,980.93 

$9,501.63 

892.24 

190,000.00 

TOTAL  INSURANCE 

$200,393.87 

DUES  (PASS  THROUGH) 

AMA 

KENT  COUNTY  MEDICAL  SOC. 
SUSSEX  CNTY  MEDICAL  SOC. 

$295,875.00 

6.640.00 

1.230.00 

TOTAL  DUES 

$303,745.00 

1990  ANNUAL  MEETING 
REVENUES 
EXPENSES 

$29,735.00 

7,678.46 

FUND  BALANCE 

$22,056.54 

CME 

REVENUES 

EXPENSES 

$21,310.00 

12,083.70 

FUND  BALANCE 

$9,226.30 

Board  of  Directors 
Medical  Society  of  Delaware 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consolidated  balance 
sheet  of  the  Medical  Society  of  Delaware  & Subsidiaries  as 
of  December  31,  1989,  and  the  related  consolidated 
statements  of  revenue  and  expenses,  changes  in  fund  equity, 
and  changes  in  financial  position  for  the  year  then  ended. 
These  financial  statements  are  the  responsibility  of  the  Socie- 
ty’s management.  Our  responsibility  is  to  express  an  opinion 
on  these  financial  statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally  ac- 
cepted auditing  standards.  Those  standards  require  that  we 
plan  and  perform  the  audit  to  obtain  reasonable  assurance 
about  whether  the  financial  statements  are  free  of  material 
misstatement.  An  audit  includes  examining,  on  a test  basis, 
evidence  supporting  the  amounts  and  disclosures  in  the  finan- 
cial statements.  An  audit  also  includes  assessing  the  account- 
ing principles  used  and  significant  estimates  made  by 
management,  £is  well  as  evaluating  the  overall  financial  state- 
ment presentation.  We  believe  that  our  audit  provides  a 
reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above 
present  fairly,  in  all  material  respects,  the  financial  position 
of  the  Medical  Society  of  Delaware  & Subsidiaries  as  of 
December  31,  1989,  the  results  of  its  operations  and  its 
changes  in  financial  position  for  the  year  then  ended  in  con- 
formity with  generally  accepted  accounting  principles. 

Our  audit  has  been  made  primarily  for  the  purpose  of  form- 
ing the  opinion  stated  in  the  preceding  paragraph.  The  ad- 
ditional information  contained  in  this  report  is  presented  for 
purposes  of  additional  analysis  and  is  not  a required  part  of 
the  basic  financial  statements.  Such  information  has  been 
subjected  to  the  auditing  procedures  applied  in  the  audit  of 
the  basic  financial  statements  and,  in  our  opinion,  is  fairly 
stated  in  all  material  respects  in  relation  to  the  basic  finan- 
cial statements  taken  as  a whole. 


Haggerty  & Haggerty 
April  30,  1990  Certified  Public  Accountants 

Wilmington,  Delaware 


OSTEOPOROSIS 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000  J 

_ _ _ _ _ _ _ 
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MEDICAL  SOCIETY  OF  DELAWARE  & SUBSIDIARIES 
CONSOLIDATING  BALANCE  SHEET 
December  31,  1989 


Medical  Society  of  Delaware 
Current  Funds  Custodian 

ASSETS  Unrestricted  Restricted  Funds 

Delaware  State 
Medical 
Journal 
Current  Fund 
Unrestricted 

*Medical  Society 
of  Delaware 
Insurance 
Services,  Inc. 

Elimination 

Entries 

Consolidated 

Balances 

CURRENT  ASSETS 

Cash 

$ 103,904 

$ 105,445 

$ 346,535 

$ 17,808 

$ 10,869 

$ --- 

$ 584,561 

Short-term  investments 

122,000 

100,000 

222,000 

Receivables: 

Commissions 

57,487 

57,487 

Interest 

3,976 

2,275 

6,251 

Affiliated  companies 

74,855 

22,223 

(96,994) 

84 

Other 

8,441 

12,531 

20,972 

Prepayments 

9,401 

125 

1,131 

10,657 

Investment  in  subsidiaries 

100 

(100) 

... 

322,677 

127,668 

448,810 

30,464 

69,487 

(97,094) 

902,012 

PROPERTY  AND  EQUIPMENT  AT  COST 
Leasehold  improvements  16,993 

16,993 

Furniture,  fixtures  and  equipment  45,901 

13,587 

18,469 

... 

77,957 

62,894 

13,587 

18,469 

94,950 

Less:  Accumulated  depreciation 

31,010 

13,587 

6,581 

... 

51,178 

31,884 

11,888 

43,772 

TOTAL  ASSETS 

$ 354,561 

$ 127,668 

$448,810 

$ 30,464 

$ 81,375 

$ (97,094) 

$ 945,784 

LIABILITIES  AND  FUND  EQUITY 

CURRENT  LIABILITIES 

Dues  Payable 

$ 37,825 

$ 

$ 

$ 

$ 

$ 

$ 37,825 

Corporate  income  taxes  payable 

... 

311 

311 

Payroll  taxes  payable 

276 

276 

Due  to  affiliated  companies 

20,196 

6,112 

40,980 

16,105 

13,601 

(96,994) 

Premiums  payable 

407,830 

407,830 

Accrued  expenses 

8,842 

6,860 

2,468 

... 

18,170 

67,139 

6,112 

448,810 

23,276 

16,069 

(96,994) 

464,412 

DEFERRED  REVENUE 

21,201 

5,040 

900 

... 

27,141 

Tbtal  liabilities  and  deferrals 

88,340 

11,152 

448,810 

24,176 

16,069 

(96,994) 

491,553 

FUND  EQUITY 

Fund  Balances 

266,221 

116,516 

6,288 

389,025 

Common  stock 

100 

(100) 

Retained  earnings 

... 

... 

65,206 

... 

65,206 

266,221 

116,516 

... 

6,288 

65,306 

(100) 

454,231 

TOTAL  LIABILITIES  AND 

FUND  EQUITY 

$ 354,561 

$ 127,668 

$ 448,810 

$ 30,464 

$ 81,375 

$ (97,094) 

$ 945,784 

* Fiscal  Year  Ends  September  30. 
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REPORT  OF  THE  AMA  DELEGATES 

1989  INTERIM  MEETING 

(The  1989  Interim  Meeting  Report  was  published  in  the 
February  1990  issue  of  the  Delaware  Medical  Journal.  The 
report  was  filed.) 

REPORT  OF  THE  AMA  DELEGATES 

1990  ANNUAL  MEETING 

The  Annual  Meeting  of  the  AMA  House  of  Delegates  was 
held  in  Chicago,  Illinois,  from  June  24  through  June  28, 1990. 
The  Medical  Society  of  Delaware  was  represented  by 
Delegates  Favel  Chavin,  M.D.,  Peter  Coggins,  M.D.,  Alternate 
Delegate  Martin  Cosgrove,  M.D.,  and  President-Elect  Ali 
Hameli,  M.D.  Mark  Meister,  Executive  Director,  also  attended 
the  meeting.  Delegate  Daniel  Alvarez,  M.D.  was  absent  due 
to  illness. 


The  1990  Annual  Meeting  was  composed  of  436  seated 
delegates;  348  representing  state  societies,  78  representing 
national  specialty  societies,  and  10  representing  medical 
students  medical  schools,  residents,  the  military,  the  USPHS, 
and  the  VA. 


Various  reports  and  resolutions  were  considered  by  the 
House  at  its  1990  Annual  Meeting.  A report  from  the  Coun- 
cil on  Ethical  and  Judicial  Affairs  was  adopted.  This  report 
described  six  areas  of  fundamental  rights  patients  have  in 
their  relationships  with  physicians.  (1)  Patients  have  the  right 
to  receive  information  regarding  their  conditions,  treatment 
alternatives,  costs  of  treatment,  and  any  conflict  of  interest 
on  the  physician’s  part.  This  includes  a right  to  obtain  copies 
of  their  records.  (2)  Patients  have  the  right  to  make  decisions 
regarding  their  own  care,  including  refusing  recommended 
treatment.  (3)  Patients  have  the  right  to  be  treated  with 
respect,  courtesy,  and  dignity.  (4)  Patients  have  the  right  to 
confidentiality.  (5)  Patients  have  the  right  to  continuity  of  care 
and  the  physician  must  cooperate  with  other  providers 
treating  the  patient.  (6)  Patients  have  the  right  to  availability 
of  care  and  physicians  must  continue  to  assume  part  of  the 
responsibility  for  the  care  of  the  indigent. 


The  issue  of  AMA  support  for  mandatory  health  insurance 
WEIS  addressed  by  a report  from  the  Board  of  Trustees.  Included 
in  this  report  were  statements  that  the  AMA  believes  that 
the  goal  should  be  to  encourage  extending  health  coverage 
where  none  now  exists  and  that  the  medical  profession  must 
be  involved  in  the  determination  of  benefits.  A resolution  was 
approved  by  the  House  that  charges  the  AMA  to  commit  all 
resources  to  begin  the  process  of  defining  basic  nationwide 
standards  for  a uniform,  minimum  but  adequate,  health 
benefits  package  for  the  unemployed  uninsured. 


RBRVS  was  an  issue  of  consideration  by  the  House.  Several 
resolutions  had  been  introduced  regarding  the  new  payment 
system.  A lengthy  substitute  resolution  was  adopted  that  calls 
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on  the  AMA  to  give  highest  priority  to  eliminating  geographic, 
variations  in  Medicare  payment  when  no  difference  in  costs 
can  be  demonstrated,  to  support  establishment  of  a floor  on 
Medicare  payments  at  no  less  than  80%  of  the  national 
average  prevailing  charge,  to  support  enactment  of  the 
RBRVS  system  in  a manner  that  reflects  appropriate 
economic  considerations,  to  evaluate  the  GPCIs  and  to  ensure 
that  equitable  access  to  CEire  is  not  diminished  in  certain  Eu-eas 
because  of  the  impact  of  geographical  cost. 

Resolutions  regarding  the  proposed  regulation  of  physician 
office  laboratories  were  introduced.  The  House  adopted  a 
resolution  that  calls  on  the  AMA  to  protest  the  high  costs  be- 
ing considered  for  certification,  the  limited  number  of 
categories  proposed,  and  the  very  limited  list  of  waivered  tests. 

Policy  was  approved  calling  on  the  AMA  to  oppose  any 
legislation  which  would  allow  therapeutic  interchangeability 
of  outpatient  prescriptions  and  formularies,  and  to  aid  in 
educating  the  public  of  the  difference  in  therapeutic  and 
generic  substitution. 

In  regard  to  the  National  Practitioners  Data  Bank,  the 
House  approved  policy  that  instructs  the  AMA  to  request  that 
the  physician  be  notified  when  adverse  entries  are  made,  and 
that  AMA  members  be  made  aware  of  AMA  resources  to  Eissist 
the  individual  physician  who  experiences  difficulty  with  the 
Data  Bank. 

The  House  also  adopted  policies  asking  the  AMA  to  support 
legal  availability  of  RU-486  for  research  and  possibly  clinical 
use;  seek  changes  in  proposed  IRS  changes  in  rules  affecting 
affiliated  service  organizations  and  lease  employees;  to  com- 
municate its  strong  support  for  appropriate  and  humane  use 
of  animals  in  research;  and  to  continue  to  endorse  and  sup- 
port Health  Access  America,  the  AMA’s  report  and  plan  to 
strengthen  and  expand  the  U.S.  health  care  system. 

The  issue  that  seemed  to  attract  the  most  attention  at  the 
1990  Annual  Meeting  was  that  of  the  leadership  and  finances 
of  the  Association.  Please  refer  to  the  Delegates’  Report  of  the 
1989  Interim  Meeting  for  background.  At  the  1989  Interim 
Meeting,  the  Board  directed  the  independent  investigation 
by  Jenner  and  Block  be  continued  to  include  matters  regard- 
ing inappropriate  transfers  of  AMA  funds,  real  estate  pur- 
chases by  and  loans  to  AMA  employees,  pension  policies, 
executive  compensation,  and  the  fiduciary  responsibility  and 
oversight  role  of  the  Board.  Independent  Counsel  reported  to 
the  Board  that  there  were  a number  of  instances  in  which  the 
Executive  Vice-President  failed  to  inform  the  Board  of  finan- 
cial transactions  involving  AMA  employees,  including 
himself.  The  firm  of  Jenner  and  Block  were  available  for  ques- 
tions from  the  delegates  at  the  Reference  Committee  meeting. 

Among  the  actions  taken  by  the  Board  regarding  the 
aforementioned  and  reported  to  the  House  included  but  were 
not  limited  to;  (1)  the  independent  financial  authority  of  the 
Executive  Vice-President  shall  be  limited  to  transactions 
under  $100,000,  (2)  an  Audit  Committee  will  review  and 
monitor  financial  transactions  of  the  Association,  (3)  a Com- 
pensation Committee  will  review  performance  and  authorize 
compensation  of  senior  staff  including  loans  and  pensions,  (4) 
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the  Board  obtained  the  return  of  monies  from  Mr.  Strobhar, 
with  interest,  totaling  over  $417,000,  and  filed  a suit  against 
Mr.  Noffke,  and  (5)  the  Board  accepted  the  resignation  of  Dr. 
James  Sammons. 

In  related  action,  the  House  adopted  a resolution  that  calls 
upon  the  Board  of  Trustees  to  evaluate  the  roles  of  its  elected 
officers  and  the  Executive  Vice-FVesident  with  regard  to 
delineation  of  duties,  functions,  responsibilities,  and  obliga- 
tions; and  to  make  available  to  the  House  on  a yearly  basis 
the  total  compensation  of  its  elected  officers  and  the  Executive 
Vice-President.  (All  delegates  had  been  notified  just  prior  to 
the  Annual  Meeting  of  the  Board’s  appointment  of  Dr.  James 
Tbdd,  former  Senior  Deputy  Executive  Vice  President,  as  the 
new  Executive  Vice-President.) 

The  inauguration  of  Dr.  John  C.  Tupper,  internist  from 
California,  took  place  on  June  27, 1990.  Also  elected  during 
the  House  proceedings  were  Dr.  John  J.  Ring,  general  practi- 
tioner from  Illinois,  as  President-Elect;  Dr.  John  Clowe,  family 
practitioner  from  New  York,  as  Speaker  of  the  House;  and  Dr. 
Daniel  Johnson,  radiologist  from  Louisiana,  as  the  Vice- 
Speaker.  Elected  to  the  Board  of  Trustees  were  Dr.  Palma  For- 
mica, family  practitioner  from  New  Jersey;  Dr.  Robert  McAfee, 
general  and  vascular  surgeon  from  Maine;  Dr.  Joseph  Painter, 
oncologist  from  Tfexas;  Dr.  P.  John  Seward,  family  practitioner 
from  Illinois;  and  Dr.  Thomas  Reardon,  general  practitioner 
from  Oregon. 

This  report  is  a summary  of  the  more  important  issues  ad- 
dressed by  the  1990  Annual  House  of  Delegates.  Members  of 
the  Medical  Society  of  Delaware  are  encouraged  to  direct  ques- 
tions to  the  delegates  attending  the  meeting.  Dr.  Alvarez 
regrets  that  his  illness  kept  him  from  the  Annual  Meeting, 
and  will  have  to  refer  most  questions  to  Drs.  Chavin,  Coggins, 
and  Cosgrove.  All  members  are  also  encouraged  to  direct  sug- 
gestions and/or  to  join  the  delegation  attending  the  Interim 
Meeting  held  December  2-5,  1990,  in  Orlando,  Florida. 

Daniel  A.  Alvarez,  M.D. 

Chairman,  AMA  Delegation 

(The  report  was  filed.) 


Quality  and  fiscal  inquiries  (complaints):  two  problems 
referred  to  the  Board  of  Medical  Practice,  and  all  others 
resolved  easily  at  the  local  level  with  none  pending. 

Charitable/Research  ventures  or  contributions:  none 

Meetings:  quarterly 

Major  issues: 

1.  Reimbursement 

A.  EDS  mediated 

B.  Prison  Health  Systems 

C.  HMO  patients  with  psychiatric  admissions 

2.  Medical  Society  benefits/de-unification 

3.  Delaware  State  Hospital  Admission  Policy  (5/15/90). 

William  A.  Rosenfeld,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held  regular 
membership  meetings  throughout  the  year.  Topics  included 
a Breast  Cancer  Update,  discussion  of  the  Medical  Dental 
Bureau’s  (answering  service)  financial  problems,  a presenta- 
tion on  the  PRO  contract  for  Delaware  and  a presentation  on 
Medicaid’s  over-the-counter  products  project. 

Diana  Dickson-Witmer,  M.D.  and  Susan  Barnes,  M.D. 
presented  a Breast  Cancer  Update  which  was  cosponsored  by 
the  American  Cancer  Society.  Doctor  Dickson-Witmer 
discussed  early  detection  and  treatment  of  breast  cancer.  She 
stressed  the  importance  of  early  detection  and  the  use  of  mam- 
mography. Doctor  Barnes  noted  that  breast  cancer  is  the 
second  leading  cause  of  death  in  women.  She  recommended 
that  women  have  a baseline  mammogram  between  the  ages 
of  35-40. 


REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 


Membership:  June  1,  1989  - 75  active;  17  life/retired 
June  1,  1990  - 82  active;  14  life/retired 


Officers 

President: 

VP/Pres  Elect: 

Secretary: 

TVeasurer: 

Trustees: 


Through  Nov.  14 
Wm.  A.  Rosenfeld,  M.D. 
Stephen  G.  Cooper,  M.D. 
Lamberto  Arellano,  M.D. 
Lamberto  Arellano,  M.D. 
Wm.  A.  Rosenfeld,  M.D. 
Lee  Buckler,  M.D. 

Edw.  L.  Alexander,  M.D. 


After  Nov.  14 
Stephen  G.  Ckwper,  M.D. 
Lamberto  Arellano,  M.D. 
Joseph  Rubacky,  DO. 
Daniel  Wehner,  M.D. 
Wm.  A.  Rosenfeld,  M.D. 
Stephen  G,  Cooper,  M.D. 
Lamberto  Arellano,  M.D. 


TVeasury:  $14,825.37 


The  Medical  Dental  Bureau’s  financial  crisis  was  the  topic 
of  our  Annual  meeting.  The  crisis  occurred  when  payroll 
withholding  taxes  for  1988  were  not  paid.  The  IRS  notified 
the  Medical  Dental  Bureau  and  requested  full  payment  of  the 
delinquent  taxes,  which  totale.d  approximately  $80,000  with 
interest  and  penalties.  The  membership  agreed  to  lend  the 
Medical  Dental  Bureau  the  funds  to  pay  the  debt  with  the 
understanding  that  the  New  Castle  County  Medical  Society 
would  have  no  further  affiliation  with  the  Medical  Dental 
Bureau. 


Harry  S.  Weeks,  Jr.,  M.D.,  Medical  Director  of  the  West 
Virginia  Medical  Institute,  updated  the  membership  on  the 
PRO  contract  for  Delaware.  He  reviewed  Delaware’s  perfor- 
mance under  the  contract  and  discussed  the  criteria  used  by 
the  PRO  in  reviewing  charts  under  the  Quality  Intervention 
Plan. 
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Ruth  Fischer,  Medicaid  Director,  presented  the  history  and 
background  of  a new  Medicaid  over-the-counter  products  pilot 
project.  She  also  distributed  a list  of  the  products  which  will 
be  covered  by  Medicaid  during  the  project. 


The  Board  of  Directors  also  held  regular  monthly  meetings 
during  the  year.  Highlights  from  Board  actions  include  discus- 
sion and  resolution  of  the  Medical  Dental  Bureau’s  financial 
problems  and  opposition  to  the  proposed  new  Caller  ID  ser- 
vice by  Diamond  State  Telephone  Company.  Standing  Com- 
mittees were  also  active  throughout  the  year.  Since  November 
1989,  43  new  applicants  were  reviewed  and  accepted  for 
membership  in  the  Society. 


Robert  G.  Altschuler,  M.D. 

President 


(The  report  was  filed.) 


REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

Number  of  members  1989  --  144 

Number  of  Members  1990  --  148 

Balance  in  Checkbook  as  of  9/13/90  - $8,833.84 


OFFICERS 
President: 
Vice  Pres: 
See.  Treas: 


1989-1990 

Eduardo  L.  Jiloca,  M.D. 

Stuart  Narrod,  M.D. 
Carl  Abramowicz,  M.D. 


1991-1992 

Stuart  Narrod,  M.D. 
Paul  Howard,  M.D. 
Harry  Lehman,  M.D. 


Eduardo  L.  Jiloca,  M.D. 

President 


(The  report  was  filed.) 


REPRESENTATIVE  TO  THE  OELAVVARE  ACADEMY  OF  MEDICINE 


The  services  provided  by  the  Delaware  Academy  of  Medicine  con- 
tinue to  grow  to  meet  the  needs  of  its  members.  During  1989,  the 
Academy’s  Lewis  B.  Flinn  Library  filled  9,747  interlibrary  loan  re- 
quests and  performed  739  on-line  computer  searches.  This  was  an 
increase  of  24%  and  19%  respectively,  over  1988.  The  Academy’s 
Circuit-Riding  Medical  Librarian  Program  remains  active  and  is 
currently  providing  library  services  on  a contractual  basis  to  Milford 
Memorial  Hospital,  Riverside  Hospital,  HMD  of  Delaware, 
MeadowWood  Center  and  HCA  Rockford.  The  Library  also  maintains 
cooperative  arrangements  with  the  Medical  Center  of  Delaware’s 
Library  and  various  other  local  and  regional  library  consortiums  for 
the  benefit  of  its  members. 


The  Academy  operates  the  local  TEL-MED  service  which  provides 
New  Castle  County  residents  with  free  access  to  tape-recorded 
messages  on  a variety  of  medical  and  dental  topics.  This  service  is  also 


JEFFERSON  MEDICAL  COLLEGE 
OF 

THOMAS  JEFFERSON  UNIVERSITY 
Department  of  Neurology 

presents 

ReFiex  Sympathetic 
Dystrophy:  Current 
Strategies  in  Diagnosis 
and  Treatment 

May  3 and  4, 1991 
at 

Jefferson  Medical  college 
McClellan  Hall 

Program  Directors: 

Robert  J.  Schwartzman,  M.D. 

Robert  L Knobler,  M.D.,  Ph.D. 

Audrey  F.  Thomas,  B.A.,  R.N. 

FOR  ADOmONAL  INFORMA110N,  CALL: 

Continuing  Medical  Education,  Jefferson  Medical  college  (215)  955-6992 


available  to  Kent  County  through  co-sponsorship  with  Kent  General 
Hospital.  'There  are  currently  287  tapes  in  the  system  and  the  program 
averages  6,000  calls  per  month. 

Our  publication  entitled  Medical-Dental  Meetings  In  Delaware  is 
produced  monthly  and  is  distributed  statewide  to  health  care  profes- 
sionals. It  is  the  only  comprehensive  monthly  calendar  of  Continuing 
Medical  Education  for  physicians  and  dentists.  We  are  grateful  to  the 
hospitals  and  the  medical  and  dental  societies  for  their  cooperation 
and  support  in  compiling  this  information. 

For  the  1990/91  academic  year,  the  Academy’s  Student  Financial  Aid 
Program  provided  a total  of  $58,500  in  loans  to  19  Delaware  residents 
attending  medical  and  dental  school.  In  addition,  the  Student  Finan- 
cial Aid  Committee  distributed  $182,000  in  scholarships  to  33 
Delawareans  attending  Jefferson  Medical  College  through  the 
DIMER  Program.  All  loans  and  scholarships  were  determined  by  the 
Committee  based  on  a financial  need  analysis  of  each  applicant. 

Over  300  meetings  were  held  in  the  Academy’s  Auditorium  and 
Lower  Level  Conference  Center  during  1989.  The  primary  users  of  the 
facility  were  the  Medical  Society  of  Delaware,  the  Medical  Center  of 
Delaware,  the  New  Castle  County  Medical  Society,  and  the  Delaware 
State  Dental  Society. 
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On  March  2, 1990,  the  60th  Annual  Banquet  was  held  with 
100  members  in  attendance.  The  guest  speaker  was  Donald 
B.  Louria,  M.D.,  Professor  and  Chairman,  Department  of 
Preventive  Medicine  and  Community  Health,  University  of 
Medicine  and  Dentistry  of  New  Jersey.  In  addition,  the  Ex- 
ecutive Committee  held  regular  meetings  during  the  year  to 
discuss  the  operation  of  the  building  and  other  issues  pertain- 
ing to  the  medical  and  dental  community. 

Leonard  P.  Lang,  M.D. 

Representative 

(The  report  was  filed.) 

REPORT  OF  THE  EXECUTIVE  DIRECTOR 

Following  his  inauguration  one  year  ago,  one  of  President 
Duncan’s  first  initiatives  was  to  poll  each  officer.  Board 
member,  and  committee  chairman  to  determine  whether  the 
Society  is  adequately  structured  to  meet  the  demands  of  the 
future.  In  this  way,  the  Medical  Society  began  to  critically  ex- 
amine whether  it  is  positioned  to  effectively  carry  out  its  mis- 
sion into  the  21st  century.  Tb  follow  this  process  through  to 
a meaningful  conclusion,  a Strategic  Planning  Committee  has 
been  appointed  by  Dr.  Duncan.  The  committee  plans  to  begin 
meeting  with  an  AMA  consultant  in  the  near  future  to  deter- 
mine how  the  Society  can  be  most  responsive  to  the  identified 
needs  of  the  membership. 

Setting  the  stage  for  this  planning  activity  were  the  impor- 
tant activities  undertaken  by  the  Society  over  the  past  year. 
As  reported  by  Dr.  Duncan  elsewhere  in  this  handbook,  1990 
was  a year  marked  with  significant  challenges.  The  Medical 
Society  staff  continues  to  respond  to  the  growing  pressures 
on  the  medical  profession  through  increased  monitoring  and 
liaison  with  those  who  would  regulate  or  otherwise  seek  to 
influence  the  practice  of  medicine  Constant  vigil  of  legislative 
affairs  in  Dover  is  maintained  as  are  close  ties  with  the  AMA 
Washington  office  and  Congressional  delegation. 

Organizationally,  the  computerization  of  the  Society’s  finan- 
cial records  was  accomplished  along  with  the  enhancement 
of  various  office  procedures  for  the  efficient  operations  of  the 
Society  office.  Through  the  assistance  of  the  AMA,  our  office 
will  serve  as  the  Beta  test  site  for  medical  association  soft- 
ware to  be  developed  and  marketed  nationally.  In  recognition 
of  our  efforts  in  testing  and  refining  these  programs,  the 
Medical  Society  will  receive  this  sophisticated  software  at  no 
charge  These  enhanced  computer  capabilities  will  enable  our 
office  to  more  efficiently  and  effectively  keep  our  members  in- 
formed of  the  myriad  of  issues  affecting  the  practice  of 
medicine  today.  Increased  participation  by  committee 
members  downstate  will  be  encouraged  in  the  future  through 
the  installation  of  telephone  conferencing  capabilities  at  the 
Academy,  as  approved  this  past  year  by  the  Board  of  Trustees. 

In  response  to  the  growing  need  to  project  a positive  image 
and  to  clearly  articulate  the  various  policy  positions  of  the 
Medical  Society  to  industry,  community  groups,  and  public 
policy  makers,  the  Board  of  Trustees  has  approved  the  forma- 
tion of  a sp>eakers’  bureau.  The  Public  and  Professional  Educa- 
tion Committee  will  oversee  the  development  of  the  bureau 
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in  addition  to  implementing  the  Society’s  newly  accredited 
continuing  medical  education  program.  To  support  these 
important  new  programs,  an  existing  staff  position  in  the 
Journal  office  has  been  redefined  to  include  overall  staff 
responsibility  for  these  major  areas. 

Your  Medical  Society  staff  is  committed  to  serve  the  needs 
of  each  member  of  our  fine  organization.  I wish  to  thank  each 
one:  Beverly,  Betty,  Jean,  and  Laurel,  along  with  part-time 
help>ers  Cindy,  Michele,  and  Joanne  for  their  dedicated  servica 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed  with  the  comment  that  the  Reference 
Committee  wishes  to  applaud  the  creation  of  the  Strategic 
Planning  Committee  and  to  highlight  the  installation  of  the 
telephone  conferencing  system  to  enable  committees  to  con- 
vene from  different  ends  of  the  state  without  driving  for 
hours.) 

REPORTS  OF  THE  STANDING  COMMITTEES 
BUDGET  COMMITTEE 

The  recommended  budget  for  1991  follows.  This  year’s 
budget  is  a particularly  difficult  one,  largely  due  to  loss  of  in- 
come to  the  Society  from  its  now  disbanded  group  health  care 
insurance  program  and  from  the  restructuring  of  the  income 
from  Medical  Society  of  Delaware  Insurance  Services 
(MSDIS).  The  following  budget  for  1991  has  been  presented 
to  and  approved  by  the  Board  of  Trustees  of  the  Medical  Socie- 
ty of  Delaware  The  budget,  as  recommended,  includes  a dues 
increase  of  $100.  In  addition,  the  $50  building  fund  alloca- 
tion will  be  used  for  operations  during  1991  and  will  be  re- 
evaluated for  subsequent  years.  Dividend  income  from  MSDIS 
was  not  included  in  the  1991  budget;  however,  any  dividends 
received  from  MSDIS  up  to  $50,000  will  be  used  for  the 
building  fund.  Dues  exempt  members  will  be  requested  to 
make  a contribution  of  $25  to  defray  the  costs  of  Medical  Socie- 
ty mailings,  CME  programs.  Newsletter  and  Journal  publica- 
tions. The  budget  also  includes  various  expense  reductions 
including  management  staff  salary,  employee  health  in- 
surance coverage,  decreases  in  the  meeting  budget,  and  the 
deferral  of  equipment  purchases.  In  approving  this  budget, 
the  Board  of  Trustees  asked  that  the  House  of  Delegates  be 
assured  that  the  Society’s  revenues  will  be  closely  monitored 
and  a decrease  in  dues  will  be  considered  at  a future  date,  if 
appropriate. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  recommendations  in  the  report  were  adopted  with  the 
following  amendments:  1)  There  will  be  no  dues  increase  this 
coming  year.  2)  The  Building  Fund  will  continue  to  be  se- 
questered. 3)  The  Educational  Fund  will  be  released  to  the 
General  Operating  Fund.  4)  The  Portfolio  Fund  will  be  active- 
ly invested  or  utilized,  if  necessary.) 
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"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brier  Saeinary. 

Consult  the  package  literature  for  prescrhting  Informatiofl. 
IndicatkHi:  Lower  respiratory  inleclions.  Including 
pneumonia,  caused  bir  Streptococcus  pneumoniae, 
Haemophilus  Influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Cofltralmllcation:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  ail  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions; 

• OisconUnue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-sprotrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particular^  colilis. 

• Safety  anti  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-llke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
lindings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-llke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  ot  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hosphalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  ot  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  ot  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness.  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported, 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

•Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly, 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict’s 
or  Fehling's  solution  and  Cllnitest*  tablets  but  not  with 
Tes-Tape'^  (glucose  enzymatic  test  strip,  Lilly) 
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We  can  help  you 
get  to  the  heart 
of  the  problem 

When  cardiac  testing  and  evaluation 
^ are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


CONSULTANTS: 


Paul  C.  Pennock,  M.D. 
Edward  M.  Goldenberg.  M.D. 
Richard  F.  Gordon,  M.D. 
Arthur  W.  Colbourn,  M.D. 
Michael  E.  Slillabower,  M.D. 
Barry  S,  Denenberg,  M.D. 


(2RDMC 

D14GNOSTIC 

CENTER 


Suite  214 

Limestone  Medicai  Center 
1941  Limestone  Road 
Wiimington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wiimington,  DE  19810 


MEDICAL  SOCIETY  OF  DELAWARE 
1991  OPERATING  BUDGET 


REVENUE 


MEMBERSHIP  DUES 

$343,183.00 

SERVICES 

17,291.00 

INTEREST/DIVIDENDS 

16,200.00 

TOTAL  REVENUE 

$376,674.00 

100.00% 

EXPENSES 

PERSONNEL 

$230,594.00 

61.22% 

BOARD  AND  COMMI’TTEES 

16,000.00 

4.25% 

INSURANCE 

4,801.00 

1.27% 

LEGAL  COUNSEL 

10,000.00 

2.65% 

ACCOUNTING/AUDIT 

5,500.00 

1.46% 

PUBLIC  RELATIONS 

21,360.00 

5.67% 

OFFICE  SPACE 

10,467.00 

2.78% 

OFFICE  SUPPLIES 

3,918.00 

1.04% 

TELEPHONE 

3,116.00 

0.83% 

POSTAGE 

11,100.00 

2.95% 

PRINTING/PHOTOCOPY 

3,788.00 

1.01% 

EQUIPMENT 

8,970.00 

2.38% 

TRAVEL 

15,000.00 

3.98% 

NEWSLETTER 

4,500.00 

1.19% 

DUES/CONTRIBUTIONS 

1,000.00 

0.27% 

SUBSCRIPTIONS 

600.00 

0.16% 

AUXILIARY 

3,500.00 

0.93% 

DMJ  DUES  EXEMPT 

1,900.00 

0.50% 

PHYSICIAN  HEALTH  PHONE 

; 500.00 

0.13% 

EMPLOYEE  RECRUITMENT 

450.00 

0.12% 

MISCELLANEOUS 

350.00 

0.09% 

TOTAL  EXPENSES 

$357,414.00 

94.89% 

SURPLUS  (DEFICIT) 

$19,260.00 

5.11% 

BYLAWS  COMMITTEE 

For  the  first  time  in  my  memory,  a year  will  have  gone  by 
since  the  last  meeting  of  the  House  of  Delegates  during  which 
there  has  been  no  need  for  the  Bylaws  Committee  to  meet  or 
to  conduct  any  business.  Therefore,  it  is  with  pleasure  that 
I can  report  to  the  House  of  Delegates  that  the  Bylaws  Com- 
mittee has  no  recommendations  at  this  time. 

Dene  T.  Walters,  M.D. 

Chairman 

(The  report  was  filed.) 

JUDICIAL  COUNCIL 

The  Judicial  Council  of  the  Medical  Society  has  had  only 
one  meeting,  in  January  of  this  year,  and  all  but  two  members 
of  the  Committee  were  in  attendance.  I was  selected  Chair- 
man of  the  Council  for  the  year  and  we  reviewed  a couple  of 
matters  which  had  come  up  as  possibly  of  concern  to  the 
Judicial  Council.  One  was  referred  back  to  the  Board  of 
Trustees  of  the  New  Castle  County  Medical  Society.  The  other 
was  a question  of  attempting  to  stimulate  activity  on  the  part 
of  the  lawyers  in  a suit  which  had  been  brought  against  a 
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member  of  the  Society.  We  talked  at  some  length  about  the 
Connecticut  State  Medical  Society’s  guidelines  for  counter- 
suits, and  we  have  since  obtained  copies  of  that  as  a guide  to 
us  in  the  future.  The  matter  was  subsequently  referred  to  our 
legal  counsel,  who  felt  that  there  was  nothing  to  be  gained 
by  attempting  to  push  the  issue  at  this  moment,  since  the 
original  suit  was  still  over  four  years  in  being  settled.  There 
being  no  other  business  during  the  year,  we  have  not  met  fur- 
ther, but  stand  ready  to  assist  whenever  the  occasion  may 
arise. 

Charles  L.  Minor,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICAL  ECONOMICS  COMMITTEE 

Summary  of  Activities  of  the  Committee: 

1 . An  informal  meeting  with  the  executive  management  of 
BC/BS  of  Delaware  was  held  at  the  University  Club.  BC/BS 
presented  a review  of  new  contracts  and  new  policies  for 
medical  review  and  pre-admission  screening.  A follow-up 
meeting  is  to  be  scheduled  for  fall,  1990. 

2.  A formal  presentation  was  made  to  the  Labor/Manage- 
ment Committee  on  Health  Care  Costs,  at  DP&L.  This  dealt 
with  the  role  of  individual  physicians  and  the  economics  of 
medical  care  delivery. 

3.  A committee  meeting  was  held  May  2,  1990,  at  the 
Delaware  Academy  of  Medicine. 

4.  A presentation  to  the  National  Association  of  Accountants 
is  scheduled  for  early  November,  1990.  The  topic  will  be  an 
overview  of  the  complex  issues  confronting  the  individual 
physician  as  he/she  balances  the  many  variables  involved  in 
providing  medical  services,  and  the  effects  of  these  individual 
diagnostic  and  therapeutic  decisions  on  the  overall  cost  of 
medical  care. 

Summary  of  Recommendations/Conclusions: 

1.  Because  of  recurring  themes  in  accusations  concerning 
doctors  and  the  health  care  dollar,  the  committee  recommends 
the  formation  of  a speakers’  bureau  to  be  made  available  to 
various  public  and  business  forums  to  counteract  the  many 
misconceptions. 

2.  Review  of  the  members’  group  BC/BS  Health  Care  policies 
revealed  that  the  cost  was  far  above  comparable  coverage 
elsewhere,  and  the  recommendation  that  the  plan  be  dropp)ed 
was  accepted. 

3.  The  committee  analyzed  the  potential  for  the  Medical 
Society  of  Delaware  to  generate  non-dues  revenue  through 
various  membership  programs  (eg.  partnerships  with  vendors 
supplying  computer  equipment  or  services;  “for-profit”  con- 
tinuing medical  education  programs;  travel  services,  etc).  'The 
committee  felt  these  sources  of  income  would  be  marginal  at 
best,  and  could  present  problems.  Further  clarification  of  our 
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role  in  this  issue  was  requested  from  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware. 

Thomas  John  Maxwell,  M.D. 

Chairman 

(The  report  was  adopted.) 

MEDICAL  LIABILITY  INSURANCE  COMMITTEE 

There  were  five  meetings  of  the  Medical  Liability  Insurance 
Committee  and  its  subcommittee,  the  Insurance  Industry 
Evaluation  Committee. 

At  the  first  subcommittee  meeting  in  February,  1990,  it  was 
agreed  that  approval  by  the  Delaware  Department  of  In- 
surance was  adequate  indication  of  a company’s  financial 
stability,  and  this  pertained  to  the  Princeton  Insurance  Com- 
pany of  New  Jersey.  This  company  plans  to  offer  occurrence 
type  medical  malpractice  insurance  to  physicians  in  Delaware 
The  subcommittee  noted  that  some  rates  were  not  competitive 
with  other  companies,  but  choices  were  left  to  physician’s 
discretion. 

The  Doctors  Company,  a medical  malpractice  company 
headquartered  in  California,  met  with  the  subcommittee  in 
April  of  1990.  At  present  they  are  licensed  in  46  states,  and 
plan  to  be  licensed  in  all  50  states  soon,  so  that  a physician 
moving  from  one  state  to  another  would  have  a portable  in- 
surance policy.  Some  features  offered  by  this  company 
included  the  prospect  of  “interactive  insurance,”  i.e..  Medical 
Society  of  Delaware  input  in  underwriting,  risk  management, 
claims  analysis,  loss  prevention,  and  an  up-front  dividend 
formula  for  profit  sharing.  The  company  was  approved  by  the 
subcommittee. 

The  first  of  the  parent  Liability  Insurance  Committee 
meetings  was  held  in  May,  1990.  Foremost  in  discussion  was 
the  approval  of  The  Doctors  Company;  this  was  forthcoming, 
but  it  was  agreed  that  this  be  an  approval  and  not  an  endorse- 
ment. The  Princeton  Insurance  Company  was  also  approved, 
but  with  some  questions  relative  to  the  company’s  reserve 
level,  reinsurance  arrangements  and  length  of  time  in 
business. 

There  was  an  announcement  that  Poe  and  Associates  of 
Thmpa,  Florida,  had  acquired  AAW  Physician  Plans  Inc.,  the 
current  broker  for  the  Medical  Society’s  malpractice  in- 
surance program  with  CNA.  All  future  insurance  dealings 
and  risk  management  programs  will  go  through  Poe  and 
Associates. 

Also  discussed  during  this  meeting  was  a letter  received 
from  Anesthesia  Services,  P.A.,  concerned  with  Phico’s  reluc- 
tance to  lower  malpractice  rates  for  Anesthesiologists  even 
though  the  national  trend  pointed  to  reductions  in  risk 
classifications  for  this  group  of  physicians.  There  was  a subse- 
quent meeting  between  the  Medical  Society  and  Phico,  at 
which  time  Phico  agreed  to  lower  by  one  level  the  class  in 
which  Anesthesia  is  covered. 

The  next  two  meetings  of  the  Liability  Insurance  Commit- 
tee were  held  in  June  and  August,  1990.  Both  were  concerned 
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primarily  with  the  Phico  rates  for  the  coming  year.  At  the  first 
meeting,  there  was  much  discussion  about  the  method  by 
which  Phico  had  calculated  the  proposed  rates.  The  positive 
trend  in  reduction  of  malpractice  cases  and  settlements  was 
calculated  through  the  end  of  December,  1989.  Since  this 
favorable  situation  has  continued,  the  Committee  asked  Phico 
to  recalculate  the  proposed  rates  using  the  experience  period 
through  June  30,  1990.  At  the  second  meeting  with  Phico, 
they  reported  favorably  on  the  recalculation  and  stated  that 
they  would  file  a 9%  reduction  in  malpractice  rates  for  1991 
with  the  Delaware  Insurance  Commissioner. 

There  was  also  discussion  at  this  meeting  about  the 
Phico/Medical  Society  dividend  program  that  has  been  run- 
ning in  the  negative  for  many  years.  The  positive  claims 
experience  over  the  past  few  years  has  turned  this  around, 
and  Phico  expects  to  pay  a dividend  to  qualified  members  in 
the  spring  of  1991. 

During  all  of  the  meetings,  there  has  been  ongoing  discus- 
sion about  the  role  the  Medical  Society  should  play  in  the 
medical  malpractice  scene  in  Delaware.  Many  physicians  feel 
that  the  committee  does  not  have  sufficient  expertise  to  choose 
one  insurance  company  over  another  in  recommending  such 
companies  as  approved  or  endorsed  by  the  Medical  Society. 
It  is  the  feeling  of  the  Committee  that  our  main  function  is 
to  see  that  malpractice  insurance  is  available  for  our 
members.  Discussions  on  just  how  best  to  do  this  in  the  future 
will  be  ongoing. 

Henri  F.  Wendel,  M.D. 

Chairman 

(The  report  was  filed  with  a note  of  appreciation  expressed 
in  testimony  heard  by  the  membership  for  the  committee’s 
valuable  efforts  in  evaluating  various  malpractice  insurance 
providers.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  continues  to  meet  and  fimc- 
tion  on  a regular  basis  within  the  guidelines  established  by 
the  Board  of  Trustees  of  the  Medical  Society  of  Delaware  'The 
cases  discussed  involve  fee  disputes  with  third  party  payors; 
denial  of  services  by  third  party  payors;  denial  of  concurrent 
care  by  Medicare;  and  the  reasonableness,  frequency  and  cost 
of  treatment  for  chronic  pain.  Each  of  these  matters  was 
discussed  by  the  committee  and  involved  voluntary  participa- 
tion by  the  physicians  and  the  third  party  payors  involved. 
The  committee  continues  to  function  and  remains  active  per- 
forming a service  for  both  the  public  and  the  medical 
community. 

Anthony  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 

PEER  REVIEW  AND  PROFESSIONAL  EVALUATION  COMMITTEE 

The  Medical  Society  of  Delaware’s  Peer  Review  and  Profes- 
sional Evaluation  Committee  has  not  met  during  the  past 
year.  Cases  received  by  the  Medical  Society  have  been  referred 
to  the  county  medical  societies  for  review  and  resolution. 
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In  my  capacity  as  Chairman  of  this  committee,  the  Socie- 
ty’s President,  William  H.  Duncan,  M.D.,  has  asked  that  I 
chair  an  adcommittee  to  investigate  recommended  standards 
of  care  for  performing  certain  procedures  in  the  office  setting. 
Specifically,  the  committee  will  review  the  performance  of 
biopsies  and  polypectomies  aided  by  flexible  sigmoidoscopies, 
cardiac  stress  testing  and  fiberoptic  nasophcu^ngoscopy  in  ad- 
dition to  considering  the  indications  for  colposcopy.  An  exten- 
sive search  of  the  literature  has  been  completed  and  written 
comments  from  several  Medical  Society  members  have  been 
received.  The  committee  is  hoping  to  make  its  final  report  to 
the  Board  of  Trustees  early  next  year. 

Brett  Elliott,  M.D. 
Chairman 

(The  report  was  filed.) 

PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Scientific  Ses- 
sion of  the  Medical  Society  of  Delaware  on  November  17, 1990. 

9:10  a m.  THE  LEWIS  B.  FLINN  LECTURE  ■ AIDS: 
CONSIDERATIONS  FOR  THE  1990s 

Anthony  S.  Fauci,  M.D.,  Director  National  In- 
stitute of  Allergy  and  Infectious  Diseases,  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland 

10:00  a m.  NEW  ASPECTS  OF  NEUROIMAGING 

Robert  A.  Zimmerman,  M.D.,  Professor  of 
Radiology,  University  of  Pennsylvania  Medical 
Center,  and  Section  Chief,  Pediatric 
Neuroradiology,  the  Children’s  Hospital  of 
Philadelphia,  Philadelphia,  Pennsylvania 

10:50  a.m.  INTERMISSION  • VISIT  EXHIBITS 


As  an  organization  accredited  by  the  Association  Council 
for  Continuing  Medical  Education  (ACCME)  for  its  continu- 
ing medical  education  program,  the  Medical  Society  of 
Delaware  designates  this  activity  as  meeting  the  criteria  for 
4.25  hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association.  The  program  has  been 
reviewed  and  is  acceptable  for  4.25  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

Herbert  J.  Keating,  III,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  for  an  excellent 
program.) 

PUBLIC  AND  PROFESSIONAL  EDUCATIONAL  COMMITTEE 

The  Public  and  Professional  Education  Committee  met 
regularly  during  the  fiscal  year.  The  highlight  of  the 
committee’s  achievement  was  the  accreditation  of  the  Medical 
Society’s  Education  Program  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME).  This  certification 
followed  a lengthy  application  process  and  inspection  by  the 
ACCME.  This  approval  for  a two-year  period  allows  us  to 
conduct  educational  activities  approved  for  Category  I CME 
credits.  The  committee  plans  an  education  program  which  will 
appeal  both  to  hospitals  within  the  state  and  to  specialty 
societies.  The  ongoing  series  of  CME  programs  for  downstate 
hospitals  in  conjunction  with  Jefferson  Medical  College  will 
continue  as  in  the  past. 

James  F.  Reamer,  M.D. 

Co-Chairman 

(The  report  was  filed.) 

PUBLIC  LAWS  COMMITTEE 

Our  committee  met  six  times  during  the  1990  legislative 
session  of  the  state  of  Delaware. 


11:30  a m.  ACCESS  TO  HEALTHCARE  - THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS'  INITIATIVE 

Lloyd  W.  Kitchen,  M.D.,  Governor,  North  Texas 
Region,  American  College  of  Physicians,  Dallas, 
Texas 

1:00  p.m.  LUNCHEON  LECTURE 

BRAVE  NEW  WORLD  OF  HEALTH  CARE 

The  Honorable  Richard  D.  Lamm,  former  three- 
term  Governor  of  Colorado;  Director,  Center  for 
Public  Policy  and  Contemporary  Issues,  Univer- 
sity of  Denver,  Denver,  Colorado 

2:15  p.m.  INTERMISSION 

2:30  p.m.  USE  AND  ABUSE  OF  DRUGS  AMONG  ATHLETES 

Kenneth  R.  Sandler,  M.D.,  Medical  Director, 
Charter  Fairmount  Institute,  Philadelphia, 
Pennsylvania 

3:15  p.m.  ADJOURNMENT 


The  committee  considered,  reviewed  and  recommended  a 
position  for  the  Medical  Society  of  Delaware  to  adopt  for  some 
37  Senate  bills  and  74  House  bills,  which  included  some  Joint 
Resolutions. 

While  not  specifically  reviewing  the  final  package  of  bills 
to  provide  health  care  for  the  indigent,  the  Medical  Society 
of  Delaware  had  wide  participation  in  the  Legislature’s  strug- 
gle over  this  hurdle. 

The  chairman  testified  on  behalf  of  the  Medical  Society  and 
had  the  honor,  along  with  Mark  Meister,  of  representing  the 
Society  at  the  ceremony  during  which  Governor  Castle 
signed  the  package  of  bills  recommended  by  the  Governor’s 
Indigent  Care  Task  Force. 

The  chairman  also  enjoyed  and  shared  many  experiences 
with  the  chairman  of  the  Legislative  Action  Committee, 
Stephen  Permut,  M.D.  The  leadership  of  our  legislative  lob- 
byist, Ned  Davis,  is  superior. 

The  Society  was  successful  in  supporting  and  seeing 
through  a wide  variety  of  legislative  actions.  The  Hazardous 
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Substance  Clean-Up  Act,  a statewide  paramedic  program,  in- 
creased penalties  for  drug  and  alcohol  offenses,  and  an  up- 
dated Medical  Practices  Act  are  examples. 

In  my  opinion,  however,  the  most  valuable  accomplishment 
has  been  the  presence  of  physicians  on  the  floor  of  Legislative 
Hall  every  day  that  the  House  and/or  Senate  were  in  session. 
This  has  bridged  the  gap  between  the  Legislature  and  the 
medical  profession.  We  were  able  to  assist,  inform,  advise, 
witness  and  actively  participate  in  the  legislative  process. 
This  new  awareness  of  the  complexities  of  each  others’  pro- 
fessions would  not  have  been  possible  without  the  patience 
and  cooperation  of  the  members  of  the  Legislative  Action  and 
the  Public  Laws  Committees. 

As  my  first  year  as  chairman  of  the  latter  comes  to  its  end, 
I want  to  express  my  gratitude  to  Dr.  Allston  Morris  and  Dr. 
Ali  Hameli,  under  whose  tutelage  I eventually  learned  to 
walk  in  this  arena. 

I also  want  to  express  my  gratitude  to  the  25  members  of 
this  committee  and  to  Dr.  William  Duncan  for  trusting  me 
to  chair  such  a distinguished  and  talented  group  of  physicians. 

Last  but  not  least,  my  thanks  to  Beverly  Dieffenbach,  whose 
organizational  skills  discharged  with  such  warmth  and  pa- 
tience make  her  an  invaluable  asset  to  this  committee  and 
the  Medical  Society. 

Jorge  A.  Pereira-Ogan,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  Dr.  Pereira-Ogan 
and  the  committee  members  for  their  influence  on  the 
legislative  process.) 


is  as  good  as  we  expect,  we  look  forward  to  an  exciting  and 
productive  year  and  a high  quality  journal. 

E.  Wayne  Martz,  M.D. 

Chairman,  Publications  Coihmittee 
and  Editor,  Delaware  Medical  Journal 

(The  report  was  filed.) 

REPORT  OF  THE  NOMINATING  COAAMIHEE 

A meeting  of  the  Nominating  Committee  was  held  at  the 
Delaware  Academy  of  Medicine  Building  in  Wilmington  on 
October  16, 1990,  to  consider  positions  to  be  filled  for  the  year 
November  1990  through  November  1991. 

The  following  nominations  were  made: 

President  Ali  Z.  Hameli,  M.D. 

President-Elect  James  P.  Marvel,  Jr.,  M.D. 

Vice  President  Stephen  R.  Permut,  M.D. 

Secretary  Carol  A.  Tavani,  M.D. 

Treasurer  Garth  A.  Koniver,  M.D. 

Speaker  of  the  House  Roger  B.  Thomas,  Jr.,  M.D. 

Representative  to  the  Delaware 
Academy  of  Medicine  Leonard  P.  Lang,  M.D. 

FOR  STANDING  COMMITTEES 

BUDGET  COMMITTEE 

Jeffrey  L.  Chait,  M.D.  Albert  Gelb,  M.D. 

Peter  R.  Coggins,  M.D.  Garth  A.  Koniver,  M.D. 
Anthony  L.  Cucuzzella,  M.D.  William  L.  Medford,  Jr.,  M.D. 
Thomas  E.  Dyer,  M.D.  Shahrokh  S.  Morovati,  M.D. 
Mahmood  Sadeghee,  M.D. 


DELAWARE  MEDICAL  JOURNAL,  PUBLICATIONS  COMMITTEE 
AND  EDITORIAL  BOARD 

The  Publications  Committee  met  on  March  27, 1990,  jointly 
with  the  Editorial  Board  and  reviewed  the  operation  of  the 
Delaware  Medical  Journal.  Recommendations  were  made  for 
improving  the  review  process  and  for  improving  the  Journal 
itself 


BYLAWS  COMMITTEE 

Rhoslyn  J.  Bishoff,  M.D.  Vincent  G.  J.  Lobo,  D.O. 
William  H.  Duncan,  M.D.  Norman  Taub,  M.D. 
Martin  Gibbs,  M.D.  Dene  T.  Walters,  M.D. 

Leslie  W.  Whitney,  M.D. 

MEDICAL  ECONOMICS  COMMITTEE 


In  order  to  expedite  the  publication  process,  assure  better 
quality  of  copy,  provide  flexibility  and  hopefully  save  money 
and  time,  the  committee  recommended  that  computer  hard- 
ware and  software  be  purchased  to  provide  “Desk  Top 
Publishing”  capability.  We  have  been  seeking  funds  ever 
since. 


Olin  S.  Allen,  II,  M.D. 
Robert  E.  Heckman,  M.D. 
Richard  N.  Hindin,  M.D. 
Janet  P.  Kramer,  M.D. 
Thomas  J.  Maxwell,  M.D. 
Robert  L.  Meckelnburg,  M.D. 


Perry  L.  Mitchell,  M.D. 
Bhaskar  S.  Palekar,  M.D. 
Siamak  Samii,  M.D. 

Michael  E.  Stillabower,  M.D. 
Raymond  R.  Strocko,  M.D. 
Jay  G.  Weisberg,  M.D. 


The  Delaware  Medical  Journal  has  had  a difficult  year. 
Clerical  work  has  often  been  left  undone,  and  in  July  the 
Editorial  Assistant  responsible  for  this  left  abruptly.  The 
Medical  Society  sought  and  found  what  we  hope  and  expect 
will  be  a superior  replacement,  who  begins  her  duties  on  Oc- 
tober 1, 1990.  The  number  of  manuscripts  submitted  to  the 
Journal  has  increased  considerably  over  the  past  year,  and 
at  present  there  is  a comfortable  2-3  month  backlog  of  good 
quality  papers  awaiting  publication.  If  we  can  find  the  fund- 
ing for  the  Desk  Ibp  Publishing,  and  if  our  new  staff  member 


MEDICAL  LIABILITY  INSURANCE  COAAMITTEE 


James  Beebe,  M.D. 

Jeffrey  L.  Chait,  M.D. 
Peter  R.  Coggins,  M.D. 
Martin  J.  Cosgrove,  M.D. 
John  J.  DiBonaventure,  D.O. 
Martin  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 


Stephen  J.  Lawless,  M.D. 
James  P Marvel,  M.D. 
Otto  R.  Medinilla,  M.D. 
Maria  D.  Perez,  M.D. 
Stephen  R.  Permut,  M.D. 
Frederick  K.  Toy,  M.D. 
Henri  F.  Wendel,  M.D. 


Arthur  F.  Zimmerman,  M.D. 
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MEDICAL  REVIEW  COMMITTEE 


ALTERNATE  DELEGATE  - AMERICAN  MEDICAL  ASSOCIATION 


Mehdi  Balakhani,  M.D.  Amir  Mansoory,  M.D. 

I.  Favel  Chavin,  M.D.  Mustafa  Oz,  M.D. 

Anthony  L.  Cucuzzella,  M.D.  Robert  H.  Radnich,  M.D. 
Charles  A.  Depfer,  D.O.  Anis  Saliba,  M.D. 

Ronald  L.  Domingo,  M.D.  Leonard  H.  Seltzer,  M.D. 
Errol  Ger,  M.D.  Emilio  R.  Valdes,  Jr.,  M.D. 

Robert  E.  Heckman,  M.D.  Dennis  R.  Witmer,  M.D. 

PROGRAM  COMMITTEE 

Steven  L.  Edell,  D.O.  Herbert  J.  Keating,  III,  M.D. 

Stephen  S.  Grubbs,  M.D.  Venerando  J.  Maximo,  M.D. 
William  D.  Johnson,  M.D.  James  H.  Newman,  M.D. 
Filomeno  T.  Viloria,  M.D. 


PUBLIC  AND  PROFESSIONAL  EDUCATION  COMMITTEE 


Manouchehr  Amini,  M.D. 
Jose  L.  Barriocanal,  M.D. 
Habib  Bolourchi,  M.D. 
William  J.  Boyd,  M.D. 

John  R Bruno,  D.O. 

Peter  Chodoff,  M.D. 
Virginia  U.  Collier,  M.D. 
Mark  John  Granada,  M.D. 
Howard  Theodore  Harcke,  M.D. 
Rebecca  Jaffe,  M.D. 

Frederick 


Eduardo  L.  Jiloca,  M.D. 
Stephanie  Malleus,  M.D. 
Harold  G.  Marks,  M.D. 

E.  Wayne  Martz,  M.D. 
Elizabeth  Masten,  M.D. 
Peter  J.  Mette,  M.D. 
Robert  A.  Moyer,  M.D. 
James  F.  Reamer,  M.D. 
Kent  A.  Sallee,  M.D. 
William  J.  Schickler,  M.D. 
K.  Toy,  M.D. 


PUBLICATION  COMMITTEE 


Virginia  U.  Collier,  M.D.  Harold  G.  Marks,  M.D. 
William  J.  Holloway,  M.D.  E.  Wayne  Martz,  M.D. 
Herbert  J.  Keating,  III,  M.D.  Margaret  A.  Motl,  M.D. 
Allan  Levy,  D.O.  James  H.  Newman,  M.D. 


PUBLIC  LAWS  COMMITTEE 


Michael  A.  Alexander,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
Leroy  B.  Buckler,  M.D. 

V.  Terrell  Davis,  M.D. 

Diana  Dickson-Witmer,  M.D. 
J.  Robert  Fox,  M.D. 

Joseph  F.  Hacker,  III,  M.D, 
Moses  Hochman,  M.D. 

Neil  S.  Kaye,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 
Otto  Raul  Medinilla,  M.D. 
Dorothy  M.  Moore,  M.D. 
Allston  J.  Morris,  M.D. 
Lyman  J.  Olsen,  M.D. 


Jorge  A.  Pereira-Ogan,  M.D. 
Stephen  R.  Permut,  M.D. 
Leo  W.  Raisis,  M.D. 

Jaime  H.  Rivera,  M.D. 
Mahmood  Sadeghee,  M.D. 
William  J,  Schickler,  M.D. 
Henry  H.  Stroud,  M.D. 

John  R.  Stump,  M.D. 

Ilona  T.  Szucs,  M.D. 
Sarabeth  Walker,  M.D. 
Owens  S.  Weaver,  M.D. 
Robert  D.  Winter,  M.D. 
Lester  N.  Wright,  M.D. 
Barbara  Zajac,  M.D. 


DELEGATE  - AMERICAN  MEDICAL  ASSOCIATION 
(two-yeor  term  to  expire  12/31/92) 

I.  Favel  Chavin,  M.D. 


(two-year  term  to  expire  12/31/92) 

Martin  J.  Cosgrove,  M.D. 

JUDICIAL  COUNCIL 

1.  Favel  Chavin,  M.D.  - Three-year  term 
James  B.  McClements,  M.D.  - Three-year  term 

BOARD  OF  MEDICAL  PRACTICE 
Kent  County 

Leroy  B.  Buckler,  M.D.  Jeffrey  L.  Chait,  M.D. 

John  F.  Glenn,  III,  M.D.  James  B.  McClements,  M.D. 

New  Castle  County 

Stephen  L.  Hershey,  M.D,  Stephanie  Malleus,  M.D, 
Raymond  R.  Noble,  M.D.  Perry  L.  Mitchell,  M.D. 
Roger  C.  Stevenson,  M.D.  Jorge  A.  Pereira-Ogan,  M.D. 

Sussex  County 

Jose  L.  Barriocanal,  M.D.  J.  Kirk  Beebe,  M.D. 

Eduardo  L.  Jiloca,  M.D.  Frederick  K.  Toy,  M.D. 
Lawrence  A.  Virgilio,  M.D. 


INTERNAL 

MEDICINE 

Associate  Desired 

To  share  large  primary  care 
practice. 

Modern  office  on 
Wilmington  West  Side. 

Good  parking,  lab,  X-ray  available. 

Computerized  billing  system. 
Will  consider  cost-sharing  or  any 
other  arrangement. 

Call  652-3771. 
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PEER  REVIEW  AND  PROFESSIONAL  EVALUATION  COMMITTEE 
CHAIRMAN 

(WVMI  DELAWARE  TRUSTEE) 

Brett  Elliott,  M.D. 

Ali  Z.  Hameli,  M.D.,  Chairman 
Robert  G.  Altschuler,  M.D. 

Leroy  B.  Buckler,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Frederick  K.  Toy,  M.D. 

(The  report  was  adopted.) 

RESOLUTIONS 
RESOLUTION  90-1 

Introduced  by:  Board  of  Trustees 

Subject:  Urging  the  Legislature  to  Increase 
Eligibility  for  Medicaid 


Whereas,  Delaware  ranks  poorly  among  the  states  in  level 
of  health;  and 

Whereas,  many  Delaware  citizens  lack  funds  to  pay  for 
health  care;  and 

Whereas,  Medicaid  in  Delaware  does  not  cover  enough  in- 
digent patients,  because  in  many  categories  it  excludes  those 
with  income  of  more  than  40%  of  the  Federal  poverty  level;  and 

Whereas,  the  Medical  Society  of  Delaware  is  vitally  in- 
terested in  the  health  of  all  the  citizens  of  Delaware;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the 
Delaware  State  Legislature  to  provide  funds  to  enable 
Delaware  Medicaid  to  cover  medical  care  of  Delaware  citizens 
in  all  categories  with  income  no  more  than  100%  of  the 
Federal  poverty  level. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution. 

Resolution  90-1  was  adopted  by  the  House  of  Delegates.) 

RESOLUTION  90-2 
Introduced  by:  Board  of  Trustees 
Subject:  Pronouncement  of  Death  by  Nurses 


Whereas,  many  residents  of  extended  care  facilities  in  the 
State  of  Delaware  have  terminal  illnesses  from  which  there 
is  no  hope  of  improvement;  and 
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Whereas,  when  many  of  these  residents  expire,  a physician 
is  not  readily  available  to  formally  pronounce  such  residents 
as  having  expired;  and 

Whereas,  such  delays  in  pronouncement  cause  inconve- 
nience and  anguish  to  the  families  of  such  individuals;  and 

Where£is,  after  appropriate  training,  nurses  in  other  settings 
are  now  legally  permitted  in  the  State  of  Delaware  to  make 
pronouncements  of  death  for  patients  with  terminal  illnesses, 
as  long  as  a physician  has  certified  in  writing  that  the  patient 
does  have  a terminal  illness  from  which  there  is  no  hope  of 
improvement;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  will  draft, 
seek  introduction  of,  and  support  legislation  in  the  State  of 
Delaware  that  would  allow  registered  nurses  in  extended  care 
facilities  who  have  been  appropriately  trained  to  pronounce 
as  having  expired  residents  of  the  institution  in  which  they 
work  whose  physicians  have  certified  in  writing  in  advance 
that  such  residents  are  suffering  from  a terminal  illness  from 
which  there  is  no  hope  of  survival. 

(The  Reference  Committee  recommended  that  this  resolution 
not  be  adopted.  It  was  noted  that  the  majority  of  the  testimony 
that  was  received  in  the  committee  hearing  was  in  support 
of  the  resolution,  but  the  majority  of  the  Reference  Commit- 
tee members  felt,  however,  that  approval  would  abrogate  the 
physician’s  responsibility  to  provide  comprehensive  patient 
care. 

Resolution  90-2  was  adopted  by  the  House  of  Delegates.) 

RESOLUTION  90-3 

Introduced  by:  Board  of  Trustees 

Subject:  Rejecting  Essential  Medical  Care 
on  Religious  Grounds 


Whereas,  there  was  recently  the  tragic  death  of  a young 
child  who  was  prevented  by  his  parents  from  receiving  essen- 
tial medical  care;  and 

Whereas,  the  child’s  parents  rejected  essential  medical  care 
to  their  child  on  religious  grounds;  and 

Whereas,  it  appears  that  had  a different  legal  approach  to 
this  dilemma  been  taken,  the  outcome  might  have  been  dif- 
ferent; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  research  the 
statutes  of  the  law  of  the  State  of  Delaware  to  determine  the 
appropriate  course  of  legal  action  when  a child  is  severely  ill 
and  its  parents  refuse  appropriate  and  essential  medical  care; 
and  be  it  further 

Resolved,  that  having  delineated  the  appropriate  course  of 
legal  action  in  such  situations,  the  Medical  Society  of 
Delaware  inform  all  of  the  physicians  and  hospitals  in  the 
State  of  that  procedure;  and  be  it  further 
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Resolved,  if  the  current  legal  procedures  in  the  State  will 
not  adequately  protect  such  children,  that  the  Medical  Society 
of  Delaware  draft  and  support  the  passage  of  legislation  that 
will  protect  children  in  such  circumstances. 

(The  Reference  Committee  recommended  that  this  resolu- 
tion be  adopted. 

Resolution  90-3  was  adopted  by  the  House  of  Delegates.) 

RESOLUTION  90-4 

Introduced  by;  Stephen  R.  Permut,  M.D. 

Subject:  Unreasonable  Medicare  and  Medicaid 
Enforcement  Policies 


Whereas,  the  Health  Care  Financing  Administration 
(HCFA)  has,  through  its  employees  and  agents  (fiscal  in- 
termediaries and  professional  review  organizations)  adopted 
unreasonable  enforcement  policies;  and 

Whereas,  such  enforcement  policies  have  caused  severe 
hardships  to  physicians  who  have  been  either  innocent  of 
charged  offenses  or  the  offenses  have  occurred  unintentionally 
and  without  malice;  and 


Whereas,  such  policies  have  caused  some  physicians  to  be 
prevented  from  caring  for  poor  and  elderly  patients;  and 

Whereas,  the  Inspector  General  (Kusserow)of  HCFA  fully 
supports  such  practices  by  HCFA  and  its  agents;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  Delaware  fully  sup- 
port the  efforts  of  the  AMA  to  have  the  federal  and  state 
governments  cease  and  desist  from  Medicare  and  Medicaid 
enforcement  policies  which  are  unfair  and  unjust  to  physi- 
cians; and  be  it  further 

Resolved,  that  if  Inspector  General  Kusserow  does  not 
promptly  and  fully  cooperate  in  abolishing  such  policies  by 
HCFA  and  its  agents,  the  Medical  Society  of  Delaware  also 
fully  supports  the  AMA’s  efforts  to  have  Inspector  General 
Kusserow  removed  from  his  position  and  replaced  by  an 
individual  who  will  develop  and  implement  enforcement 
policies  which  are  fair  and  just  to  physicians  providing  care 
to  Medicare  and  Medicaid  patients. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution. 

Resolution  90-4  was  adopted  by  the  House  of  Delegates.) 


VASCUUR  LABORATORIES  OF  DELAWARE 

NON-INVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suit  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Medical  Arts  Pavilion,  Suite  112 
4745  Stanton-Ogletown  Road 
Newark,  Delaware  19713 

(302)  368-1130 


NON-INVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


EXTRACRANIAL  CAROTID  AND 
VERTEBRAL  ARTERIES 


ARTERIAL  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


ABDOMINAL  AORTA  AND  ITS 
VISCERAL  BRANCHES 


VENOUS  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


Bruce  A.  Fellows,  M.D.  (Director) 
Mark  S.  Rosenbloom,  M.D. 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.PN. 
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AMERICAN 
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Space  contnhuted  by  the  publisher  as  a public  service. 


RESOLUTION  90-5 

Introduced  by:  Robert  W.  Frelick,  M.D. 
Subject:  Access  to  Health  Care 


Whereas,  the  physicians  of  Delaware  are  deeply  concerned 
about  access  to  health  care;  and 

Whereas,  the  report  of  the  Governor’s  Health  Care  Costs 
Commission  three  years  ago  and  the  more  recent  report  of  the 
Governor’s  'Task  Force  on  Indigent  Health  Care  pointed  out 
that  fiscal  restraints,  both  public  and  private,  make  it  difficult 
to  resolve  many  of  the  barriers  to  health  care,  especially  for 
the  indigent;  and 
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Whereas,  it  is  obvious  that  taxing  those  already  ill  through 
increased  hospital  fees  is  not  a fair  way  to  pay  for  the  currently 
estimated  $60,000,000  of  charity  care  incurred  by  the 
hospitals  of  the  state  for  indigent  care;  and 

Whereas,  it  is  known  that  the  cost  of  health  care  is  increased 
for  those  who  cannot  afford  care  because  they  tend  to  call  for 
help  late  in  the  course  of  a disease  process  when  management 
costs  are  highest  (U.S.  Statistics  indicate  that  health  care  costs 
for  those  whose  incomes  are  over  $35, 000/year  are  less  than 
those  whose  incomes  are  less  than  $10,000/year  and  Delaware 
cancer  data  support  the  fact  that  those  with  less  income  tend 
to  be  seen  later  in  the  course  of  a cancer  and  as  a result  have 
a higher  death  rate  from  cancer);  and 

Whereas,  many  measures  to  improve  access,  promote 
preventive  activities,  and  encourage  etu'ly  detection  of  chronic 
diseases  can  be  initiated  by  reducing  bureaucratic  barriers 
now  in  place  with  relatively  little  in  the  way  of  new  costs  to 
the  taxpayer;  now  therefore  be  it 

Resolved,  that  the  state’s  physicians  make  it  clear  that  they 
are  concerned  about  access  to  quality  health  care  and  want 
to  be  involved  in  efforts  to  organize  a system  that  insures  good 
quality  health  care  for  all  Delawareans  and  to  provide  ser- 
vices, especially  to  those  in  need;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  establish 
a task  force  of  physicians  and  other  interested  providers  of 
health  care  services  to  explore  and  define  suggestions  to  im- 
prove access  for  Delawareans  to  quality,  cost-effective  health 
prevention  measures  and  health  care  services. 

(The  Reference  Committee  recommended  that  this  resolution 
be  adopted  and  referred  to  the  Board  of 'Trustees  with  the  hope 
that  the  Medical  Society’s  efforts  to  improve  access  to  health 
care  will  be  pro-active  rather  than  just  educational  and  that 
physicians  in  Delaware  will  accept  Medicaid  patients. 

Resolution  90-5  was  adopted  by  the  House  of  Delegates.) 

RESOLUTION  90-6 

Introduced  by:  Diana  Dickson-Witmer,  M.D. 

Subject:  Safety  of  Automated  Braking  Systems 
on  School  Buses 


Whereas,  an  important  mission  of  the  Medical  Society  of 
Delaware  is  to  be  an  advocate  for  the  safety  and  well-being 
of  all  citizens  of  the  United  States;  and 

Whereas,  there  is  some  concern  that  automated  braking  and 
steering  systems  in  the  State’s  school  buses  may,  in  some  cir- 
cumstances, endanger  children,  school  bus  attendants  and 
pedestrians  in  the  vicinity  of  parked  school  buses;  and 

Whereas,  at  least  one  incident  has  occurred  in  the  State  of 
Delaware,  in  which  the  design  of  the  automated  braking 
system  was  implicated  in  the  injury  of  a school  bus  attendant; 
now  therefore  be  it 
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PRESIDENT'S  PAGE 

Doctor  Hameli  has  been  unusually  busy  with  the  responsibilities  of  his  presidency  and  his  duties  to  the  state  of  Delaware.  He 
has  had  to  travel  to  fulfill  these  and,  at  press  deadline,  was  not  able  to  submit  his  President’s  Page.  We  have  discussed  it  and 
he  has  suggested  this  topic  with  some  of  his  thoughts;  however,  the  question  of  whether  my  opinions  mirror  his  is  conjectural 
at  this  point.  Meanwhile,  here  is  my  version  of  a topic  that  is  probably  controversial. 


Privilege  and  Responsibility 

One  of  the  problem  questions  raised  by  the 
AIDS  epidemic  has  been  whether  doctors  must 
treat  AIDS  patients,  thereby  running  the  slight 
risk  of  contracting  the  uniformly  fatal  disease.  I 
believe  that  for  the  most  part  that  question  has 
been  resolved,  and  the  analogy  that  helped 
resolve  it  in  my  mind  was  the  comparison  with 
firefighters.  For  the  most  past,  paid  (not 
volunteer)  firefighters  seem  to  have  a pretty  good 
life.  We  see  them  sitting  around  the  fireball 
drinking  coffee,  playing  cards  and  polishing  the 
fire  engine.  Society  not  only  tolerates  this 
apparent  soft  life  but  in  fact  even  idolizes  and 
adores  firefighters,  because  when  the  fire  bell 
rings,  they  go!  If  it  means  risking  their  own  lives 
for  others,  they  are  expected  to  do  it,  and  they  do. 

Doctors  are  to  some  extent  in  an  analogous 
situation.  We  enjoy  a special  position  in  our  socie- 
ty, but  when  there  is  a problem  we  are  expected 
to  take  care  of  it.  I assure  you,  for  example,  that 
an  autopsy  on  an  AIDS  patient  is  something  to 
make  one  pause  and  reflect,  especially  if  you  have 
to  use  a rotary  bone  saw,  generating  an  aerosol 
of  immunodeficiency  virus  particles. 

I think  we  can  all  agree  on  the  generalization 
to  be  derived  from  this  specific  example,  namely 
that  with  every  privilege  goes  a responsibility.  We 
may  be  able  to  think  of  specific  examples  in  which 
this  does  not  appear  to  hold  true,  but  at  least  we 
can  agree  that  it  should  be  true.  And  I believe  it 
applies  to  the  medical  profession  as  well  as  to 
everyone  else.  We  enjoy  a high  level  of  living  and 
a very  high  level  of  respect.  Certainly  we  work 
hard  for  it,  but  lots  of  people  work  hard  and  don’t 
get  it.  Being  a doctor  is  a privilege,  and  for  the 
most  part  we  are  treated  with  deference  and 
respect.  The  responsibility  that  goes  with  it  is  the 
care  of  the  sick,  ailing  and  injured  of  our  society, 
maintaining  them  in  the  best  possible  health. 
There  are  670,000  people  in  Delaware  and  1,200 
doctors.  It  seems  that  should  be  enough. 

Perhaps  in  a specialty  oriented  profession  there 
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should  be  a further  corollary  that  each  specialty 
takes  care  of  its  own  problems.  That  seems  a very 
reasonable  proposition,  and  should  balance  out 
pretty  well.  Surgeons  do  very  well  in  terms  of  in- 
teresting, fulfilling  and  satisfying  work,  but  they 
can  expect  to  be  roused  out  of  bed  now  and  then 
to  care  for  an  accident  victim.  The 
rheumatologist  may  not  get  as  much  personal 
fulfillment  and  waits  a long  time  to  see  a little 
improvement,  but  by  the  same  token,  his  or  her 
phone  almost  never  rings  at  night.  And  so  on  for 
all  specialties.  All  have  good  and  bad  features. 

However,  this  whole  nice  concept  starts  to  break 
down  when  we  have  a financial  reward  system 
that  is  seriously  out  of  whack.  We  can  stand  a lit- 
tle disparity,  and  indeed  expect  it,  one  specialty 
making  twice  the  income  for  half  the  work  of 
another.  But  when  it  gets  to  higher  and  higher 
multiples  it  inevitably  affects  career  choices  and 
we  wind  up  with  shortages  in  some  specialties 
which  are  otherwise  very  attractive.  Are  these 
overworked  and  relatively  underpaid  specialties 
still  responsible  for  taking  care  of  all  the  pro- 
blems that  go  with  their  field  of  practive?  In 
capitalist  theory,  in  a marketplace  the  price  for 
the  most  needed  services  should  go  up  until  there 
is  an  equilibrium.  But  we  all  know  that  health 
care  is  not  a very  true  marketplace.  There  are  fac- 
tors which  skew  the  outcome.  But  I am  inclined 
to  believe  that  the  basic  premise  still  holds.  Your 
specialty  group  is  responsible  for  providing  the 
care  needed  in  that  specialty.  If  not  you,  then 
who?  The  smaller  the  group  and  the  heavier  the 
load,  the  more  important  it  becomes  for  each 
member  to  provide  his  or  her  share.  And  don’t  say 
the  government  should  do  it.  They  don’t  know 
anything  about  delivering  medical  care,  and 
when  forced  to  do  it  they  are  terrible.  Perhaps  I 
am  wrong,  and  perhaps  the  whole  issue  needs 
more  open  discussion,  but  this  is  the  position  I’m 
inclined  to  take  at  this  time. 

E.  Wayne  Martz,  M.D. 

Editor 
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The  choices  you  make  now 
may  make  all  the  difference  later. 


The  decisions  you  make  in  a crisis  will  have  a 
lasting  impact  on  your  patient's  health.  In  the 
same  way,  the  medical  malpractice  insurer  you 
choose  now  may  make  all  the  difference  to  your 
professional  and  financial  well-being  in  the 
years  ahead. 

When  you  choose  Princeton,  you're  choosing  a 
company  with  a solid  track  record.  A company 
with  years  of  experience  providing  professional 
liability  insurance  for  physicians,  and  a history 
of  successfully  defending  policyholders  against 
meritless  claims. 

You're  also  choosing  a company  that's  flexible 
enough  to  design  policies  that  meet  your 
individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
site educational  programs. 

Whether  it's  your  patient's  future,  or  your  own, 
that's  on  the  line,  making  the  right  choices  is 
critical.  Choose  the  insurer  that  offers  experi- 
ence, flexibility  and  service.  Choose  Princeton 
Insurance  Company.  Call  your  independent 
insurance  agent  today. 


Princeton  Insurance  Company 

4 North  Park  Drive 
Hunt  Valley,  Maryland  21030-1812 
(301)  785-0900 


GRAND  ROUNDS 


The  Health  Care 
Its  Impact  on 


We  are  entering  a new  era  that  is  causing 
significant  change  in  the  health  care  delivery 
system.  This  article  will  describe  the 
characteristics  of  this  new  era  of  medical  ceire  and 
will  examine  the  factors  responsible  for  the 
change.  Lastly,  the  impact  of  this  change  on  the 
delivery  system,  and  subsequently  on  physicians 
and  patients,  will  be  discussed. 

In  order  to  better  understand  the  evolution  of 
our  health  care  delivery  system,  it  is  helpful  to 
review  some  of  the  historical  changes  which  have 
occurred  in  the  delivery  of  medical  care.  Dr.  Paul 
Batalden  has  proposed  that  there  have  been  three 
eras  in  the  eptire  history  of  medicine:  the 
Samaritan  Era,  the  Scientific  Era,  and  the  Era 
of  Social  Responsibility.^ 


Dr.  Smith  is  Senior  Vice  President  of  Medical  Affairs  at  the  Medical  Center  of 
Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  on  October  11,  1990. 
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Charles  Smith,  M.D.,  M.P.H. 


In  the  Samaritan  Era,  knowledge  of  disease 
processes  was  limited.  Alms  houses  were 
hospitals.  Little  could  be  done  to  influence  the 
course  of  disease.  Patients  went  to  hospitals  to  be 
made  as  comfortable  as  possible  before  dying. 

The  Scientific  Era,  which  began  with  scientific 
discoveries  about  disease  and  healing,  was  an  era 
in  which  we  could  alter  the  course  or  even  cure 
diseases  with  surgery,  drugs  or  mechanical 
devices.  This  era  is  now  ending,  and  we  are  begin- 
ning to  enter  the  Era  of  Social  Responsibility. 

The  change  from  the  Scientific  Era  to  the  Era 
of  Social  Responsibility  can  be  described  as  a 
paradigm  shift,  a total  and  profound  revision  of 
the  underlying  system.  With  these  kinds  of 
changes  there  often  comes  the  turmoil,  crisis  and 
upheaval  that  we  are  seeing  in  medical  care 
today. 

From  the  perspective  of  the  physician,  why 
should  the  change  to  the  Era  of  Social  Respon- 
sibility lead  to  upheaval  or  even  chaos?  First, 
physicians  are  sworn  to  uphold  Hippocratic  prin- 
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ciples,  in  which  the  commitment  and  respon- 
sibility of  the  physician  to  the  individual  patient 
is  of  foremost  importance.  When  physicians  are 
also  asked  to  address  the  overall  interests  of 
society  rather  than  just  those  of  their  individual 
patients,  the  Hippocratic  philosophy  is  challeng- 
ed. The  Hippocratic  approach  dictates  that  all 
appropriate  resources  should  be  used  when  deal- 
ing with  the  medical  problems  of  the  individual 
patient.  However,  physicians  are  now  being  asked 
to  make  choices  about  the  allocation  of  scarce 
resources  between  the  individual  good  and  that 
of  society  as  a whole. 

There  are  thousands  of  children  needing 
immunization,  slums  that  are  infested  with  rats, 
and  impoverished  women  who  do  not  receive 
prenatal  care.  All  of  these  issues  have  a profound 
impact  on  the  health  status  of  a community  and 
compete  with  the  need  of  the  individual  patient 
for  scarce  resources.  The  Hippocratic  Principle  is 
thus  being  challenged  in  this  new  Era  of  Social 
Responsibility  where  physicians  are  being  asked 
to  participate  in  these  difficult  decisions  of 
resource  allocation. 

Another  concept  which  is  being  challenged  is 
the  perception  that  medicine  is  a dominant 
profession,  one  which  is  sociologically  defined  as 
setting  its  own  standards  and  judging  itself  and 
not  answerable  to  any  other.  Although  medicine 
traditionally  has  been  a dominant  profession, 
this  position  is  being  rapidly  eroded.  Currently, 
attempts  are  being  made  for  medical  standards 
to  be  set  by  entities  outside  our  profession. 

A third  source  of  conflict  arising  with  the 
advent  of  the  Era  of  Social  Responsibility  relates 
to  the  fiercely  independent  nature  of  most  physi- 
cians. Ego  strength  serves  as  a valuable  asset  to 
physicians  by  providing  them  with  the  confidence 
to  make  decisions  in  the  face  of  uncertainty. 
However,  in  the  Era  of  Social  Responsibility,  some 
of  this  independence  is  being  compromised.  For 
example,  a distant  reviewer  must  often  give  the 
physician  permission  to  hospitalize  an  ill  patient, 
and  practice  guidelines  may  determine  how 
physicians  care  for  their  patients  in  the  future. 
The  potential  for  loss  of  complete  independence 
strikes  at  the  very  heart  of  what  we  as  physicians 
feel  we  need  to  do  in  order  to  perform  properly. 
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If  we  are  entering  the  Era  of  Social  Respon- 
sibility, why  has  the  change  occurred?  What 
problems  have  led  to  abandonment  of  the  status 
quo?  Several  factors  have  led  to  this  change, 
including  the  cost  and  outcome  of  medical  care 
and  the  lack  of  access  to  medical  treatment. 

The  increasing  cost  of  medical  care  over  the  last 
two  decades  is  one  of  the  important  factors 
producing  change  in  the  health  care  delivery 
system.  Ten  years  ago  the  United  States  spent 
$250  billion  on  health  care;  in  1990  expenditures 
were  triple  that  amount.  Routinely,  the  cost  of 
medical  care  has  increased  approximately  twice 
the  consumer  price  index  each  year.  In  1980 
health  care  costs  were  approximately  10.3 
percent  of  the  Gross  National  Product  (GNP);  in 
1990  they  were  about  12.1  percent. 

In  industry,  health  insurance  premiums  have 
increased  by  20  to  40  percent  annually  in  recent 
years.  It  has  been  said  that  on  a per  car  basis, 
more  is  being  spent  on  employee  health  care  than 
on  the  steel  used  to  make  the  cars.  In  addition, 
per  capita  expenditures  for  health  care  in  1990 
in  the  United  States  are  more  than  double  the  per 
capita  expenditures  for  health  care  in  other 
similarly  developed  countries,  including  the 
Netherlands,  West  Germany,  Japan,  Australia, 
the  United  Kingdom,  and  Italy.  In  80  percent  of 
recent  labor  disputes,  health  care  benefits  have 
been  a major  factor  in  negotiations. 

Some  economists  have  argued  that  society 
should  determine  how  much  is  spent  on  health 
care:  if  we  as  a society  agree  that  12  percent  of 
our  GNP  should  be  spent  on  health  care,  then  this 
amount  is  appropriate.  However,  the  criteria  for 
judgment  should  revolve  around  the  value  we 
receive  for  what  we  spend.  One  way  of  looking  at 
this  is  to  examine  the  outcome  of  health  care 
expenditures. 

There  is  no  evidence  that  the  health  of  US. 
citizens  is  better  than  in  any  other  industrializ- 
ed, developed  country.  Furthermore,  although 
health  status  in  the  US.  improved  in  the  1970s, 
this  trend  stabilized  in  the  ’80s  and,  in  some 
instances,  began  to  reverse  itself.  Overall,  the  life 
expectancy  of  African-Americans  is  declining.  In 
Harlem,  an  African-American  male  is  less  like- 
ly to  live  to  age  65  then  a male  in  Bangladesh, 
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the  poorest  country  in  the  world.  The  incidence 
of  tuberculosis  in  Harlem  is  one  of  the  highest  in 
the  world.  Deaths  from  influenza  and  pneumonia 
are  increasing,  and  there  are,,19  countries  with 
infant  mortality  rates  superior  to  ours.  Measles, 
whooping  cough,  and  other  preventable  diseases 
are  increasing  in  frequency, 
i 

I 

Thirty-seven  million  people  in  the  U.S.  have  no 
insurance,  and  an  additional  50  million  are 
underinsured.  In  addition,  there  are  many  places 
in  the  country  without  the  physical  facilities  to 
care  for  patients.  For  example,  the  emergency 
rooms  in  New  York  City  are  overflowing,  and 
there  is  an  inadequate  number  of  beds  for  AIDS 
patients. 

Thus,  rapidly  increasing  costs,  outcomes  which 
do  not  seem  to  justify  the  expenditures,  and  lack 
of  access  to  medical  care  are  all  factors 
motivating  a change  away  from  the  status  quo 
and  contributing  to  our  entry  into  the  Era  of 
Social  Responsibility. 

What  characterizes  the  Era  of  Social  Respon- 
sibility? Clearly  the  government  is  attempting  to 
gain  greater  control  over  the  health  care  delivery 
system  and  to  make  it  accountable  to  society  as 
a whole.  There  are  and  will  continue  to  be  efforts 
to  contract  the  entire  system.  This  is  seen  every 
year  as  debates  occur  over  how  to  cut  the 
Medicare  Fund.  Currently,  hospitals  with  active 
medical  education  programs  are  considered  to  in- 
cur greater  expenses  and  are  reimbursed  more  by 
Medicare.  However,  the  percentage  of  extra 
Medicare  funding  allocated  to  teaching  hospitals 
has  been  steadily  diminishing  over  the  last 
several  years,  and  proposals  before  Congress  call 
for  further  reductions.  In  addition,  all  types  of 
reimbursement  to  physicians  and  hospitals  are 
being  progressively  reduced. 

There  are  other  examples  of  the  contraction  of 
the  health  care  delivery  system.  Adverse 
economic  circumstances  have  led  to  the  closure 
of  many  hospitals  around  the  country,  and  it  is 
anticipated  that  many  more  will  close.  The  con- 
traction has  not  always  been  done  in  the  wisest, 
most  prudent  fashion.  For  example,  the  state  of 
New  York  has  been  so  successful  in  reducing  the 


number  of  hospital  beds  that,  in  New  York  City, 
patients  may  remain  in  emergency  rooms  for  up 
to  two  weeks  awaiting  a hospital  bed. 

Changes  in  the  reimbursement  system  are  also 
occurring  in  the  Era  of  Social  Responsibility. 
There  is  no  longer  a totally  cost-based  system  in 
which  costs  incurred  are  fully  reimbursed  on  a 
retrospective  basis.  Reimbursement  systems  are 
becoming  prospective  and  end-product  oriented. 
With  Diagnosis  Related  Groups  (DRGs),  the 
government  has  determined  that  the  hospital 
will  be  paid  only  the  prospectively  designated 
amount  for  caring  for  a patient  with  a given 
DRG,  regardless  of  the  costs  incurred.  Preferred 
Provider  Organizations  (PPOs)  negotiate  set 
prices  for  health  care  in  a prospective  way.  Thus, 
incentives  have  changed.  With  prospective,  end- 
product-oriented  payment  systems,  physicians 
and  hospitals  are  encouraged  to  contain  costs. 

The  proposed  Relative  Values  System  (RVS)  of 
payment  is  another  aspect  of  change  in  the  reim- 
bursement system.  The  Healthcare  Financing 
Administration  (HCFA)  has  been  mandated  to 
have  a relative  value  system  reimbursement  pro- 
gram in  place  for  physicians  by  1992.  In  this 
system,  physician  reimbursement  for  family 
practitioners  and  general  internists,  who  perform 
largely  cognitive  activities,  will  be  increased  con- 
siderably, and  payment  for  more  procedurally 
oriented  specialties  will  decrease.  It  is  estimated, 
for  example,  that  neurosurgery  and  thoracic 
surgery  payments  may  be  reduced  by  as  much  as 
20  to  30  percent  for  some  procedures.  Even 
though  the  RVS  is  laudable  for  attempting  to 
equate  payment  with  effort,  it  is  also  a system  in 
which  the  government  controls  physician  reim- 
bursement and  will  progressively  reduce  it. 

On  the  theory  that  the  competitive  market  will 
induce  providers  to  lower  prices,  there  have  been 
attempts  to  foster  competition  in  this  new  Era  of 
Social  Responsibility.  It  is  interesting  to  note  that 
the  effect  of  competition  and  the  free  market  on 
health  care  costs  has  long  been  debated.  Adam 
Smith  favored  the  free  market,  but  John  Stuart 
Mill  felt  that  it  had  absolutely  no  place  in  the 
delivery  of  health  care.  He  stated  that  competi- 
tion in  medicine  is  an  obvious  example  of  market 
failure.^ 


Del  Med  Jrl,  February  1991-Vol.  63,  No.  2 


81 


Grand  Rounds  - Smith 


Most  economists  today  feel  that  economic  com- 
petition is  not  the  solution  to  the  problem  of 
increasing  health  care  costs.  Efforts  to  foster  com- 
petition on  a purely  economic  basis  will  probably 
not  be  a major  characteristic  of  the  Era  of  Social 
Responsibility.  In  fact,  competition  in  health  care 
may  be  characterized  as  Adam  Smith’s  “invisible 
hand  of  the  marketplace,”  shackled  and 
transplanted  on  the  healing  arms  of  medicine. 

There  are  several  reasons  why  free  market 
economic  competition  in  the  traditional  sense 
does  not  apply  to  health  care.  Most  consumers  do 
not  have  medical  backgrounds  and  are  not  fully 
knowledgeable  about  the  product.  They  do  not 
have  the  consumer  sovereignty  necessary  for  the 
free  market  to  work  effectively.  Freedom  of  choice 
is  also  hampered  by  the  involuntary,  unpredic- 
table, and  immediate  nature  of  medical  necessi- 
ty. Allocation  is  often  determined  by  factors  other 
than  supply,  demand  and  price.  In  addition,  sup- 
ply and  demand  do  not  even  dictate  price  in 
health  care.  Free  entry  into  the  market  is 
restricted  by  multiple  factors  ranging  from  licen- 
sure to  politics.  External  intervention  abounds 
in  health  care,  and  providers  usually  are  not 
totally  profit  maximizing.  For  all  of  these  reasons, 
a truly  competitive  marketplace  is  unlikely  to 
characterize  the  Era  of  Social  Responsibility. 

Another  hallmark  of  the  Era  of  Social  Respon- 
sibility is  increased  emphasis  on  quality.  Possi- 
ble reasons  for  this  emphasis  include  the  concern 
that  cost-cutting  measures  not  compromise  the 
quality  of  medical  care.  Also,  hospitals  and  physi- 
cians must  now  be  able  to  document  value: 
government  and  corporations  want  to  deal  with 
providers  who  can  show  that  their  medical  care 
is  cost-effective  and  of  proven  quality. 

The  new  emphasis  on  quality  is  not  directed  at 
ridding  the  system  of  bad  apples,  rather  on  con- 
tinuously reassessing  and  improving  the  system 
in  order  to  deliver  the  best  possible  care.  The  con- 
cept of  continuous  improvement  will  underlie  the 
operation  of  the  whole  system.  Through  incor- 
porating these  ideas  in  the  management  of  the 
system,  it  is  hoped  that  the  goal  of  delivering  the 
best  possible  care  at  the  lowest  possible  cost  can 
be  achieved.  The  Joint  Commission  (JCAHO) 
now  even  endorses  this  new  approach  to  quality 
and  has  incorporated  it  in  its  Agenda  for  Change. 
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In  the  Era  of  Social  Responsibility  there  will 
also  be  greater  individual  and  societal  respon- 
sibility for  health.  Seatbelt  laws,  helmet  laws,  no 
smoking,  controlled  drinking  and  proper  diet  will 
all  be  emphasized.  The  health  care  system  will 
be  expected  to  lobby  and  advocate  for  these 
measures,  which  can  greatly  improve  the  health 
status  of  our  society  and  lead  to  significant  cost 
reductions. 

In  conclusion,  entry  into  the  Era  of  Social 
Responsibility  is  occurring  today.  In  the  new  era, 
we  as  physicians  must  be  willing  to  be  account- 
able and  to  take  on  the  responsibility  of  running 
a health  care  delivery  system  with  controlled 
costs,  improved  outcomes,  and  increasingly 
accessible  medical  care.  We  must  do  this  with  a 
spirit  of  unity  among  physicians  and  cooperation 
among  government,  hospital  administrations, 
and  physicians. 

Most  importantly,  regardless  of  how  we  cope 
with  the  new  era,  the  patient  has  to  come  first. 
That  is  our  responsibility,  and  that  is  what  a 
health  care  delivery  system  is  all  about. 
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Progress  toward  describing  and  understanding 
the  key  epidemiologic  features  of  diabetic 
neuropathy  (i.e.,  incidence,  prevalence,  natural 
history  and  risk  factors)  has  been  frustratingly 
slow.  There  have  been  two  primary  obstacles. 
First  is  the  heterogeneous  nature  of  the  complica- 
tion itself.  Diabetic  neuropathy  is  in  fact  a 
blanket  term  encompassing  several  distinct  types 
of  nerve  disorders  with  markedly  diverse  expres- 
sions. Second,  there  is  no  commonly  accepted 
definition  of  diabetic  neuropathy.  As  a result, 
studies  have  differed  widely  in  the  types  and 
manifestations  of  neural  disorders  that  were 
evaluated  as  well  as  in  the  methods  used  to  assess 
them.  These  problems  have  recently  been  ad- 
dressed in  an  international  workshop.^ 

The  reliability  and/or  validity  of  the  assess- 
ment modalities  themselves  have  also  been  prob- 
lematic. Even  with  highly  reproducible  and  valid 
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measures,  interstudy  variability  could  still  result 
from  differences  in  cutoff  points,  normative 
values,  and  instrumentation.  Study  populations 
have  often  been  unrepresentative  of  the  general 
diabetic  population  and  have  differed  in  age, 
gender,  type  and  duration  of  diabetes,  and  the 
degree  to  which  patients  with  other  possible 
causes  of  neuropathy  (e.g.,  alcoholism, 
vasculopathy,  thyroid  and  renal  disease)  have 
been  excluded.  The  result  has  been  epidemiologic 
confusion,  with  the  reported  prevalence  of 
diabetic  neuropathy  ranging  from  less  than  5 per- 
cent to  more  than  90  percent.^ 

Heterogeneous  Disorder 

There  are  three  general  types  of  diabetic 
neuropathy.  The  most  common,  distal  sym- 
metrical polyneuropathy  (DSP),  usually  starts  in 
the  feet  and  presents  with  a bilateral  stocking 
distribution,  which  may  eventually  involve  all 
peripheral  somatic  nerves.  Polyneuropathy  ap- 
pears, to  affect  sensory  nerves  more  than  motor 
nerves;  however,  this  may  reflect  the  availabili- 
ty of  more  sensitive  tests  for  sensory  nerves. 
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Another  type,  the  focal  neuropathies,  includes 
several  disorders  that  affect  a limited  number  of 
peripheral  nerves.  These  complications  are  the 
least  common,  but  perhaps  the  most  debilitating 
and  progressive  of  the  three  types  and,  unlike  the 
other  two,  may  have  a predominantly  vascular 
etiology.  It  is  important  that  focal  neuropathies 
be  considered  in  the  differential  diagnosis  of 
neuropathy. 

Some  investigators  feel  that  the  third  category, 
autonomic  dysfunction,  may  be  part  of  the  same 
spectrum  of  peripheral  nerve  damage  as  DSP. 
Nevertheless,  it  merits  separate  discussion. 
Autonomic  neuropathy  is  probably  more  common 
than  previously  believed  and  may  have  con- 
siderable epidemiologic  significance  as  a predic- 
tor of  mortality.  “ The  expressions  of  autonomic 
neuropathy  are  diverse  and  may  lead  to  impaired 
glucose  counter-regulation  and  to  a wide  range 
of  abnormalities  of  the  genitourinary, 
gastrointestinal,  and  cardiovascular  systems. 

Distal  symmetric  polyneuropathy  is  highly 
variable  in  expression.  The  manifestations  de- 
pend on  the  type  of  neural  dysfunction  and  the 
nerve  fibers  affected.  Hyperactivity  of  the  nerve 
fibers  may  cause  pain,  thermal  sensations, 
cramps,  spasms,  and  fasciculations.  Hypoactivi- 
ty  may  lead  to  numbness  and  impaired  sensation 
when  sensory  nerves  are  involved  and  weakness 
when  motor  nerves  are  involved.  Advanced  ab- 
normality of  the  large  nerve  fibers  is  usually 
detected  clinically  with  vibratory,  light  touch, 
and  proprioception  testing,  while  small-fiber 
derangement  is  often  assessed  by  thermal  and 
pinprick  perception. 

The  diagnostic  problem  of  diabetic  neuropathy 
is  compounded  by  the  fact  that  some  individuals 
with  diabetes  have  a variety  of  subclinical 
changes  detected  by  objective  measures.  Unfor- 
tunately, little  is  understood  with  regard  to  the 
subsequent  clinical  significance.  Whether  the 
subclinical  changes  should  be  considered  as 
evidence  of  DSP  is  a critical  issue.  Although  the 
inclusion  of  subclinical  changes  would  increase 
the  prevalence  rate,  an  understanding  of  the 
significance  of  these  changes  would  help  explain 
the  natural  history  of  DSP. 
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The  Measurement  Problem 

Epidemiologic  progress  has  been  hampered  not 
only  by  a lack  of  agreement  over  the  definition  of 
neuropathy  but  also  in  terms  of  the  nature, 
methods,  and  performance  of  the  assessment 
modalities  themseWes. 

The  sensitivity  (ability  to  detect  disease  when 
present),  reliability  (repeatability  of  the  test),  and 
interobserver  agreement  of  the  traditional 
clinical  evaluation  is  particularly  important. 
Typically,  the  examination  includes  a history  and 
physical  examination  of  sensory  perception,  mus- 
cle strength  and  reflex  status.  However,  the  inten- 
sity of  the  applied  stimuli  varies  within  and 
among  examiners  as  does  their  skill  in  eliciting 
reflexes.  The  subjectivity  inherent  in  both  symp- 
tom reports  and  the  grading  of  clinical  signs  by 
a clinician  is  also  a concern. 

Interobserver  agreement  between  an  internist 
and  a neurologist  was  examined  in  a cohort  of  25- 
to  34-year-old  subjects  for  clinical  features  of 
diabetic  neuropathy,  including  impaired  reflexes, 
sensory  symptoms  and  signs,  and  the  presence  of 
concurrent  nerve  disease  based  on  history. 

Agreement  was  good  for  dysesthesia/par- 
esthesia, burning  pain,  and  reduced  touch  and 
pinprick  sensation.  Grading  of  reflexes  was 
reasonable  if  one  abandoned  the  traditional 
clinical  scale  and  graded  reflexes  as  normal  or  ab- 
normal (i.e.,  absent  or  requiring  reinforcement  to 
be  elicited).  Interobserver  agreement  on  the 
definite  presence  of  DSP,  defined  as  abnormali- 
ty on  at  least  two  of  the  three  criteria  of  symp- 
toms, signs  and/or  reflexes,  was  good. 

In  an  attempt  to  improve  reliability,  Dyck  et  al 
have  standardized  and  quantified  the  traditional 
examination.^^  Their  symptom  and  deficit  scores 
reflect  the  number  of  positive . findings.  The 
accuracy  achievable  is  limited  by  the  impossibil- 
ity of  defining  precisely  the  criteria  for  each 
abnormality.  Nevertheless,  32  of  36  diabetic 
patients  who  had  previously  been  diagnosed  to 
have  moderate  to  severe  neuropathy  were 
accurately  identified  by  symptom  scale  scores. 
The  results  were  corroborated  by  biopsy  findings 
of  neural  degeneration  in  all  32  individuals. 
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A more  challenging  area  is  the  measurement 
of  subclinical  and  mild  clinical  neuropathy.  This 
has  led  to  the  development  of  sensitive,  objective, 
quantitative,  and  noninvasive  measurement 
techniques. 

One  such  technique  is  nerve  conduction  testing, 
where  the  velocity  and  amplitude  of  the  neural 
impulse  can  be  measured.  Results  of  nerve  con- 
duction studies  reflect  the  structural  and  func- 
tional integrity  of  the  large  fibers.  In  general,  a 
reduction  in  the  conduction  velocity  reflects  the 
degree  of  myelination  of  the  nerve  tubes,  while 
a reduction  in  amplitude  indicates  loss  of  fiber 
mass.  Conduction  velocity  varies  according  to  the 
nerve(s)  and  sites  assessed.  Nerve  conduction 
results  are  quite  reproducible''*  and  show 
relatively  little  intraobserver  variation. 

The  stringency  of  the  criteria  for  defining  ab- 
normality and,  to  some  extent,  the  technician’s 
care  in  attaching  electrodes  and  controlling  skin 
temperature  are  important  parameters.  Practical 
disadvantages  of  nerve  conduction  testing  in- 
clude cost,  complexity,  and  discomfort.  Another 
objective  technique,  neural  biopsy,  is  impractical 
for  most  epidemiologic  purposes. 

A more  recently  developed  objective  modality 
is  quantitative  sensory  testing  (QST),'^  '® 
which  can  evaluate  both  large  and  small  nerve 
fibers.  The  Biothesiometer,  which  measures 
vibration,  was  the  forerunner  of  this  type  of 
testing.  Quantitative  sensory  techniques  use  in- 
struments that  deliver  precisely  controlled, 
quantifiable  vibratory  (large-fiber)  or  thermal 
(small-fiber)  stimuli.  Detection  thresholds, 
defined  as  the  minimal  stimulus  perceived  50 
percent  of  the  time,  are  evaluated. 

Although,  QST  results  still  depend  on  the  con- 
centration, motivation,  and  judgement  of  the  sub- 
ject, a fairly  standard  objective  “forced  choice” 
method  is  used.  Variation  for  successive  tests  of 
the  same  subject  is  high,'^  however,  and  data  ob- 
tained with  different  instruments  may  not 
always  be  comparable. 

Which  Test  Should  Be  Used 

A more  controversial  and  potentially  more 
significant  issue  than  reliability  is  the  relation- 
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ship  between  the  various  objective  modalities  and 
clinical  status.  Do  nerve  conduction  studies,  QST, 
and  clinical  examinations  measure  the  same 
disease  process?  If  so  then  one  would  predict  that 
subjects  abnormal  on  one  test  should  be  abnor- 
mal on  all,  as  long  as  the  tests  do  not  vary  in 
sensitivity. 

Subjects  with  severe  disease  would  be  abnormal 
by  all  measurement  techniques,  while  those  with 
mild  disease  would  be  abnormal  with  the  more 
sensitive  techniques.  Tb  a degree  that  is  the  case. 
We  have  shown  that  the  vibratory  threshold  of 
the  great  toe  is  abnormal  in  approximately  70 
percent  of  a cohort  of  25-  to  34-year-old  insulin- 
dependent  diabetes  mellitus  (IDDM)  subjects 
with  a mean  duration  of  20  years.'^  This  rate  is 
approximately  double  that  identified  by  the 
clinical  and  nerve  conduction  evaluations  and 
higher  than  that  found  by  thermal  QST. 

In  contrast,  Dyck  et  al  found  that  nerve  conduc- 
tion testing  detected  dysfunction  in  69  percent  of 
patients,  approximately  twice  as  many  as  either 
threshold  testing  modality,  while  symptom  and 
deficit  scores  fell  between  those  extremes.'®  The 
striking  discrepancies  between  these  carefully 
performed  studies  exemplify  the  difficulties  of 
neuropathy  research. 

The  conflict  with  our  findings  and  Dyck’s  data 
may  be  attributable  to  several  differences  be- 
tween the  studies.  Since  efferent  dysfunction 
often  develops  later  than  afferent,  our  minimal 
nerve  conduction  testing  criterion  of  abnormahty  in 
both  a sensory  and  a motor  nerve  was  more 
rigorous  than  their  requirement  of  dysfunction 
in  any  two  nerves.  Moreover,  the  QST  techniques 
were  different  and  our  population  was  restricted 
to  subjects  with  IDDM,  whereas  theirs  included 
IDDM  and  non-insulin-dependent  diabetes 
mellitus  (NIDDM)  subjects  (age  range:  teens  to 
70s).  Thus  far  it  seems  that  different  techniques 
do  differ  in  terms  of  sensitivity  and  thereby 
“prevalence,”  although  there  is  no  clear  agree- 
ment as  to  which  testing  modality  is  the  most 
sensitive. 

How  do  the  more  objective  techniques  compare 
to  the  clinical  examination?  We  have  previously 
reported  associations  between  vibratory  and 
thermal  QST  with  the  corresponding  large  and 
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small  fiber  clinical  tests  (i.e.,  tuning  fork,  touch 
and  pinprick). The  results  showed  that  the 
vibratory  and  thermal  thresholds  increased  as 
sensation  by  physician  testing  decreased.  Results 
for  conduction  velocity  and  amplitude  of  the 
motor  and  sensory  nerves  were  also  in  accord 
with  the  activity  of  ankle  reflexes. 

The  relationship  between  the  two  objective  ap- 
proaches (i.e.,  vibratory  QST  and  sensory  nerve 
conduction  testing)  which  evaluate  large  sensory 
fibers  were  also  examined.  In  subjects  with  ab- 
normal clinical  findings  assessed  by  an  internist, 
the  two  modalities  agreed  fairly  well  (agreement 
»=  70  percent).  Thus  in  those  overtly  affected,  ab- 
normality revealed  by  nerve  conduction  and  QST 
are  probably  both  reflecting  the  same  pathology 
as  the  clinical  findings.  These  results,  however, 
raise  a perplexing  question.  How  can  conduction 
velocity  remain  normal  in  a symptomatic  or 
clinically  dysfunctional  nerve? 

One  possible  explanation,  apart  from  technical 
unreliability,  lies  in  the  fact  that  neural  impulses 
may  be  transmitted  at  full  speed  in  a damaged 
nerve  if  the  myelin  sheath  of  a single  large  fiber 
remains  intact.  Therefore,  perhaps  one  way  of 
minimizing  such  false-negative  results  is  to 
measure  amplitude,  which  reflects  the 
cumulative  response  of  all  the  nerve  fibers. 

Among  neurologically  asymptomatic  diabetic 
subjects,  agreement  between  the  two  modalities 
was  considerably  poorer  than  in  those  overtly  af- 
fected. Subgroup  analysis  in  the  clinically  nor- 
mal group  revealed  that  the  two  techniques  were 
identifying  different  subjects.  Vibratory  QST 
detected  twice  as  much  abnormality  as  that  of  the 
sensory  conduction  velocities. 

There  are  several  possible  explanations  for  that 
divergence  between  the  subclinical  results.  Tfests 
of  velocity  (and  amplitude)  detect  pathology 
primarily  with  regard  to  the  distal  portion  of  the 
nerve.  (Two  other  conduction  measures,  F-wave 
and  H-reflex  latencies,  evaluate  a proximal  as 
well  as  distal  portion  of  the  neural  pathway.) 

Vibration  perception,  on  the  other  hand, 
evaluates  a pathway  stretching  from  the 
cutaneous  receptors  to  the  sensory  cortex.  Thus, 
the  lesions  detected  by  the  two  modalities  may 
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have  been  located  at  different  points  along  the 
sensory  arc. 

Alternatively,  the  assessment  modalities  may 
be  identifying  degeneration  in  different 
subclasses  of  nerve  fibers.  Finally,  it  may  be  that 
each  measure  is  particularly  sensitive  to  a 
different  metabolic  and/or  structural  lesion. 

What  can  be  concluded  about  the  utility  and 
significance  of  objective  results  for  DSP?  It  seems 
clear  that  quantitative  tests  are  needed  because 
they  are  more  reliable  than  most  clinical 
procedures.  In  patients  with  abnormal  clinical 
findings,  abnormal  results  on  vibratory  QST  or 
sensory  nerve  conduction  testing  will  be 
corroborative. 

The  picture  for  subclinical  abnormalities  is  far 
less  clear.  The  higher  prevalence  rates  for  QST 
and  nerve  conduction  suggests  that  they  may 
represent  an  early  stage  of  the  clinical  disorder. 
Indeed,  such  evidence  led  the  1988  San  Antonio 
conference  on  diabetic  neuropathy,  cosponsored 
by  the  American  Diabetes  Association  and  the 
American  Academy  of  Neurology,  to  include  both 
clinical  and  subclinical  abnormalities  in  their 
consensus  definition  of  neuropathy.^  In  addition, 
Dyck  et  al  have  proposed  a staging  system  (ab- 
sent, asymptomatic,  symptomatic,  and  disabling) 
that  implicitly  assumes  such  a link.^® 

Nevertheless,  the  evidence  on  any  such  connec- 
tion is  suggestive  at  best,  although  progressive 
reduction  in  nerve  conduction  velocity  and  pro- 
gressing clinical  features  are  suggestive. 

The  lack  of  agreement  between  subclinical 
results  of  vibratory  QST  and  sensory  nerve  con- 
duction testing  suggests  that  these  tests  may  be 
measuring  different  subclinical  phenomena, 
which  may  clearly  have  different  prognostic  and 
clinical  relevance.  Thus,  the  benefits  of  the 
greater  sensitivity  of  these  measures  remain 
unclear. 

Large-scale  prospective  studies  are  urgently 
needed  to  determine  whether  and  which 
subclinical  abnormalities  are  in  fact  harbingers 
of  clinical  disease  If  a prognostic  link  is  established, 
subclinical  dysfunction  could  serve  as  an  indica- 
tion for  early  intervention  with  effective 
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treatments  for  DSP  developed  in  the  future.  It 
could  also  enhance  our  ability  to  perceive  subtle 
causative  connections  with  potential  risk  factors. 

Toward  a Standardized  Approach 

Having  discussed  the  reliability,  validity  and 
relevance  of  these  measures,  guidelines  can  now 
be  suggested  toward  the  establishment  of 
uniform  criteria  for  identifying  DSP. 

The  San  Antonio  workshop  recommended  that 
several  assessment  modalities  be  used,  with 
diagnosis  based  on  multiple  abnormalities.  No 
single  test  can  encompass  the  range  of  potential- 
ly affected  nerve  fibers,  and  none  of  the  correla- 
tions between  measures  is  so  strong  that  one  can 
be  substituted  for  another. 

To  keep  the  assessment  of  diabetic  neuropathy 
within  manageable  limits,  we  recommend  the 
following  diagnostic  array  for  DSP.  For  leu'ge-fiber 
sensory  defects,  evaluation  should  include  the 
presence/absence  of  burning,  aching  or  stabbing 
pain,  dysesthesia,  paresthesia,  clinical  touch  sen- 
sation and  vibratory  QST.  The  determination  of 
small-fiber  defects  is  less  clear.  Pinprick  sensa- 
tion, despite  acceptable  interobserver  agreement, 
correlated  only  moderately  with  overall  clinical 
results  and  with  thermal  QST.  Thermal  testing 
was  also  less  reliable  and  more  tedious  to  perform 
than  vibratory  QST. 

For  clinical  assessment  of  motor  nerves,  we  ad- 
vocate a two-category  test  for  ankle  reflexes. 
Although  nerve  conduction  testing  may  not 
always  be  possible,  we  recommend  conduction 
velocity  and  amplitude  tests  whenever  feasible 
for  at  least  one  lower  extremity  motor  nerve.  Fur- 
ther research  is  needed  to  determine  whether  the 
additional  time  and  effort  required  to  measure  F- 
wave  and  H-reflex  latencies  are  justified. 

One  final  point:  regardless  of  the  type  of 
diabetes  and  the  assessment  modalities,  a careful 
history  to  exclude  other  possible  causes  of 
neuropathy  is  essential. 

Measuring  Autonomic  Neuropathy 

A number  of  obstacles  impede  the  evaluation 
of  autonomic  neuropathy.  Direct  measurement  of 
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the  relatively  inaccessible,  widely  dispersed  ef- 
ferent nerves  is  generally  impractical;  therefore, 
the  disorder  must  be  evaluated  indirectly,  by 
assessing  end  organ  function.  Whether  that  is 
done  by  qualitative  or  quantitative  methods, 
distinguishing  disordered  neural  control  from  the 
many  other  causes  of  malfunction  in  these  organs 
may  be  difficult.  Furthermore,  the  dual  innerva- 
tion of  most  organs  hampers  independent  evalua- 
tion of  sympathetic  and  parasympathetic  control. 

The  symptoms  and  clinical  signs  of  autonomic 
neuropathy  may  be  less  specific  than  the  symp- 
toms and  deficits  associated  with  DSP. 
Qualitative  clinical  evaluation  is  further 
hampered  by  the  insidious,  typically  late  onset 
of  overt  dysfunction.  Data  on  the  reliability  of 
clinical  evidence  are  largely  limited  to  our  find- 
ings of  acceptable  interobserver  agreement  for 
complaints  of  nausea  and  decreased  awareness  of 
hypoglycemia  but  rather  poor  agreement  for 
orthostatic  dizziness. Further  research  on  the 
relevance  of  these  manifestations  is  clearly 
needed. 

There  are  two  parameters  - heart  rate  varia- 
tion and  blood  pressure  - amenable  to  objective 
assessment.  In  response  to  various  stimuli,  these 
tests  are  relatively  simple  to  perform  and  inter- 
pret because  other  potential  disruptions  are 
reasonably  well  understood.  Heart  rate  response 
to  deep  breathing  (sinus  arrh5d;hmia,  or  RR  varia- 
tion) and  to  standing  (orthostatic)  are  primarily 
regulated  by  parasympathetic  nerves.^®  Blood 
pressure  response  is  predominantly  regulated 
by  the  sympathetic  system.  Heart  rate  response 
to  the  Valsalva  maneuver  is  controlled  by 
both  systems. Generally  with  autonomic 
neuropathy  there  is  a reduction  or  loss  of  heart 
rate  variation  in  the  response  to  these  stimuli. 

Although  most  of  these  tests  are  quite 
reproducible,  the  orthostatic  responses  are  af- 
fected by  fluid  volume;  moreover,  the  Valsalva 
maneuver  may  be  contraindicated  in  patients 
with  proliferative  retinopathy.  For  these  reasons 
alone,  the  RR  variation  may  be  the  preferred 
parasympathetic  measure  when  use  of  multiple 
autonomic  tests  are  impractical. 

Of  the  several  methods  of  assessing  this 
variable,  the  simple  office-based  electrocar- 
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diographic  evaluation  of  the  expiration/ 
inspiration  (E/I)  ratio  is  likely  to  be  adequate  for 
most  purposes.  We  found  that  it  correlates 
extremely  well  with  other  carefully  conducted, 
sophisticated  and  expensive  techniques  (e.g., 
mean  circular  resultant  and  a more  extensive  E/I 
assessment). For  sympathetic  evaluation, 
blood  pressure  response  to  hand  gripping  rather 
than  to  standing  may  be  preferable  because  of  the 
hydration  influence  on  postural  tests. 

The  predictive  importance  of  autonomic  abnor- 
malities was  reported  by  Ewing  et  al.“  The  Scot- 
tish investigators  prospectively  studied  73 
diabetic  patients,  who  all  had  at  least  one  symp- 
tom suggestive  of  autonomic  neuropathy.  On 
initial  examination,  33  subjects  had  normal 
results  for  the  Valsalva  maneuver  and  handgrip 
test,  while  the  other  40  were  abnormal.  At  the 
five-year  follow-up,  21  (53  percent)  of  those  with 
symptoms  and  abnormal  function  tests  had  died, 
compared  with  only  five  (15  percent)  of  those  with 
normal  function  tests. 

The  five-year  survival  rate  of  64  percent  is 
rather  low  and  comparable  only  to  that  of  advanced 
renal  disease,  which  in  fact  accounts  for  half  of 
these  deaths.  Thus  the  combination  of  renal 
disease  and  autonomic  neuropathy,  particularly 
if  postural  hypotension,  gastric  symptoms,  and/or 
unawareness  of  hypoglycemia  is  present,  is  grave. 
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theless,  a few  representative  studies  have  been 
conducted. 


A sidelight  of  this  study  was  the  baseline  find- 
ing that  clinical  manifestations  of  peripheral 
symmetric  polyneuropathy  were  more  common 
in  patients  with  autonomic  neuropathy.  Several 
cross-sectional  investigations  have  found  reduced 
heart  rate  response  to  deep  breathing  in  patients 
with  clinical  evidence  of  thus  suppor- 

ting the  likelihood  of  an  underlying  connection 
between  poly-  and  autonomic  neuropathy. 

Incidence  and  Prevalence 

It  is  clear  that  few  global  statements  about  the 
incidence  and  prevalence  of  diabetic  neuropathy 
are  currently  possible.  Depending  on  a host  of  fac- 
tors, notably  the  method  of  assessment,  the  inclu- 
sion and/or  exclusion  of  subclinical  neuropathy, 
the  stringency  of  the  diagnostic  criteria,  and  the 
nature  of  the  patient  population,  incidence  and 
prevalence  figures  can  vary  enormously.  Never- 


One  of  the  largest  prospective  investigations  in- 
cluded approximately  4,400  patients.^  An  incep- 
tion cohort  of  2,795  patients  was  diagnosed 
within  one  year  preceding  entrance  into  the 
study.  The  others  entered  the  study  laterally, 
anywhere  from  two  to  25  years  after  the  onset  of 
diabetes.  Diagnostic  criteria  were  based  on  a 
clinical  evaluation,  either  loss  of  reflexes  or  a 
combination  of  abnormal  reflexes  and  signs.  In 
this  study,  the  incidence  of  neuropathy  increased 
steadily  throughout  the  study  from  3 percent  to 
19  percent.  The  prevalence  rate  of  neuropathy 
was  approximately  40  percent  at  the  20-year 
point  in  the  follow-up  of  his  cohort  seen  from  the 
onset  of  their  disease. 

Cross-sectional  studies  also  generally  support 
the  influence  of  duration  and  the  development 
of  DSP.  Cross-sectional  results  from  the 
Epidemiology  of  Diabetes  Complications  study 
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(n=657  IDDM  subjects,  age  range  8-48  years) 
revealed  a 30  percent  prevalence  rate  of  DSP  at 
20  years  duration. Clinical  measures  of  DSP 
used  in  this  study  were  broadly  comparable  to 
those  used  in  Pirart’s  study. 

Although  the  prevalence  rate  is  highly  depen- 
dent on  disease  duration,  diagnostic  criteria  will 
also  affect  it.  Boulton  et  al  reported  an  11  percent 
prevalence  rate  among  nearly  400  insulin- 
treated  diabetic  adult  and  teenage  patients  when 
neuropathy  was  defined  as  chronic,  painful  symp- 
toms plus  absent  ankle  reflexes.^ 

In  general,  one  would  expect  subclinical 
neuropathy  to  be  more  prevalent  than  the  overt 
disorder.  Young  et  al  found  subclinical  nerve  con- 
duction velocity  and/or  amplitude  abnormalities 
in  57  (72  percent)  of  79  teenagers  with  IDDM.^^ 
Admittedly,  their  diagnostic  criteria  was  not 
stringent  (i.e.,  a single  abnormality  on  any  of  six 
measures).  Nevertheless,  the  presence  of  even  an 
isolated  subclinical  dysfunction  in  so  many  young 
diabetic  patients  increases  the  urgency  of  deter- 
mining its  prognostic  significance. 

Risk  Factors 

The  determination  of  risk  factors  is  probably 
the  most  clinically  significant  epidemiologic  task 
because  of  the  implications  for  intervention  of 
modifiable  factors  and  for  patient  screening. 

For  DSP,  the  evidence  has  tended  to  be  strong 
for  only  two  risk  factors:  duration  and  glycemic 
control.  The  strong  correlation  between  DSP  and 
the  other  two  members  of  the  triopathy, 
retinopathy  and  nephropathy,  may  partially 
reflect  a common  underlying  etiology  rather 
than  any  causal  relationship  between  the 
complications. 

In  Pirart’s  prospective  investigation,  not  only 
the  prevalence  but  also  the  incidence  of  overt 
neuropathy  correlated  with  both  duration  and  a 
cumulative  measure  of  poor  glycemic  control.  In 
patients  with  excellent  metabolic  regulation, 
however,  prevalence  remained  relatively  constant 
at  only  about  10  percent  during  the  entire  study. 
Apparently  the  incidence  was  low  enough  to  be 
counterbalanced  by  the  excessive  mortality 
among  affected  individuals. 
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Pirart’s  clinical  measure  of  control  was 
relatively  crude  compared  with  the  current 
techniques  (i.e.,  glycosylated  hemoglobin).  Never- 
theless, this  finding  supports  the  logical  in- 
ference that  the  influence  of  duration  is  secon- 
dary to  the  cumulative  effect  of  hyperglycemia 
and  bolsters  speculation  that  improved  control 
might  decrease  the  prevalence  of  neuropathy. 

Other  studies  have  also  generally  provided  fur- 
ther evidence  to  support  the  influence  of  glycemic 
control  and  the  development  of  polyneuropathy. 
In  some  studies,  however,  elevated  glycosylated 
hemoglobin  has  been  found  to  be  associated  with 
nerve  conduction  abnormalities  but  not  clinical 
polyneuropathy.^  It  may  be  that  nerve  conduc- 
tion is  affected  directly  by  prevailing  glucose 
levels,  whereas  overt  manifestations  are  produced 
by  a combination  of  factors  or  by  chronic 
hyperglycemia.  An  association  with  clinical 
neuropathy  might  therefore  be  anticipated  in  a 
prospective  but  not  a cross-sectional  study.  Alter- 
natively, hyperglycemia  may  have  a relatively 
subtle  effect  on  nerve  function  detectable  more 
readily  by  nerve  conduction  testing,  possibly  a 
more  sensitive  measure  with  a quantitative  scale. 

Evidence  on  whether  the  risk  of  develop- 
ing diabetic  neuropathy  correlates  with  age  at 
diagnosis  or  with  the  related  factor  of  age  per  se 
is  suggestive  but  inconclusive.  Because  older  in- 
dividuals are  generally  less  resistant  to  disease 
and  have  more  nondiabetic  nerve  disorders,  one 
would  expect  them  to  be  more  susceptible  to 
diabetic  neuropathy.  Cross-sectional  data  do  in 
fact  suggest  that  diagnostic  age  is  a risk  factor. 

Knuiman  et  al  confirmed  in  a population  of 
1,084  diabetic  patients  that  sensory  neuropathy 
was  strongly  related  to  both  age  at  diagnosis  and 
duration.^®  Preliminary  data  of  the  Diabetes 
Control  and  Complications  Trial  (DCCT)  found 
similarly  that  age  and  duration  were  in- 
dependently associated  with  the  presence  of 
clinical  neuropathy.^® 

Whether  predilection  for  diabetic  neuropathy 
varies  with  gender  is  also  unclear.  Several  studies 
have  found  a slight  preponderance  of  neuropathy 
in  males.  In  the  preliminary  data  of  the  DCCT, 
that  difference  was  statistically  significant. 
However,  it  must  be  recognized  that  the  DCCT 
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study  population  is  a very  select  subgroup  and 
unlikely  to  be  representative  of  the  general 
IDDM  population.  Some  researchers  have 
speculated  that  any  actual  sex  difference  may  be 
secondary  to  the  greater  male  susceptibility  to 
alcoholism. 

One  final  provocative  finding  should  be  men- 
tioned. Studies  have  shown  that  duration  and 
control  do  not  fully  account  for  the  prevalence  of 
diabetic  neuropathy.  That  may  be  understand- 
able, given  the  primarily  metabolic  nature  of 
these  factors  and  the  probable  multiple  causes  of 
the  complications. 

We  have  examined  several  risk  factors,  notably 
those  related  to  vascular  ischemia.  In  addition  to 
confirming  the  influence  of  duration  and 
glycemic  control,  we  found  that  two  traditional 
cardiovascular  risk  factors,  HDL  cholesterol  and 
history  of  smoking,  were  associated  with  the 
presence  of  clinical  neuropathy.®®  Mitchell  et  al 
have  also  shown  an  association  between  cigarette 
smoking  and  diabetic  neuropathy  among  IDDM 
clinic  patients.®’  Hypertension  has  also  been 
shown  to  be  associated  with  objective  measures 
of  dysfunction  of  the  autonomic  system.^® 
Although  prospective  corroboration  is  required, 
these  findings  raise  the  possibility  of  a 
nonmetabolic  approach  to  the  prevention  of 
diabetic  neuropathy. 
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...there  may  be  bronchitis 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 
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Brief  Senunary. 

Consult  the  luckage  literature  for  ptescrhilng  infomatios. 
Indication:  Lower  respiratory  infections,  includlnB 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci), 

CoAtraindication:  Known  aliergy  to  cephalosporins. 
Wartiings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis, 

PiBcautioBs: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceotible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  marXedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  te  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  senrai-sicitness-lihe  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthtaigia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0,055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reacHons  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment, 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Ateormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  ieukopenia,  and,  rarefy, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly, 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinite^  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  lest  strip,  Liity). 

PA  8791  AMP  r021490LffiJ 

Additional  information  available  to  the  profession 
on  reddest  from  Eli  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 

Eli  LHly  Imlustries,  Inc 
Carolina.  Puerto  Rico  00630  ' 

A Subsidiary  of  Ell  Lilly  and  Conmany 
Indianapolis,  Indiana  46286 
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ON  BEING  A PHYSICIAN 


Living  the  Patient’s  Story 


What  can  we  learn  from  the  dying  beyond  a 
sudden  sense  of  our  own  mortality?  From  the 
young  woman  with  cancer  who,  in  the  midst  of 
her  pain  and  suffering,  becomes  abruptly  still, 
looks  about  her  hospital  room  with  dawning 
recognition,  fixing  her  visitors  and  doctor  with 
a look  of  wisdom  drawn  from  some  mysterious 
source,  and  proclaims  with  certain  finality  that 
she  loves  and  will  miss  them  all  --  is  there 
anything  to  be  gained  beyond  the  poignancy  of 
the  moment?  Is  it  that  we  have  become  a part  of 
her  story? 

Or  perhaps  the  patient  will  be  a stern,  elderly 
professor,  now  close  to  death.  For  decades  in  the 
classroom,  frowning  at  students  over  his  glasses, 
guiding  them,  correcting  them,  setting  them 
about  a proper  course,  he  has  secretly  wondered 
whether  his  life  has  had  any  true  meaning.  And 
only  now,  from  the  steady  procession  of  former 
students,  from  the  testimony  of  colleagues  and 
peers,  does  he  gain  any  sense  of  consummation. 
But  why  only  now?  Why  not  20,  50  years  ago, 
when  open-hearted  acclamation  could  have  been 
built  upon?  Why  do  we  wait  until  the  eleventh 
hour  to  speak  to  our  friends  from  the  heart?  And 
even  at  that  eleventh  hour,  do  we  ever  open 
ourselves  unreservedly?  Does  it  matter? 

If  it  is  true,  as  it  most  certainly  is,  that  a life  in 
medicine  offers  the  physician  a front-row  seat  in 
the  drama  of  life,  what  does  the  doctor  hear  in  the 
stage  director’s  urgent  whispers,  what  does  he 
see  in  the  pain  of  the  actor’s  face,  and  what  can 
he  learn  from  the  troubled  eyes  of  the  diva  that 
escapes  the  notice  of  those  seated  less 
providentially? 


Reproduced,  with  permission,  from:  Michael  A.  LaCombe,  M.D.,  Living  the  Pa- 
tient’s Story.  Annals  of  Internal  Medicine.  1990:113;890-891. 
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A man  comes  to  the  hospital  to  visit  his  sick 
wife.  Within  two  weeks  he  himself  will  die  from 
a mysterious  disease.  Having  cared  for  the  wife, 
the  doctor  is  asked  by  her  to  have  a look  at  him 
as  well.  There  he  stands,  a woodsman  of  enviable 
strength,  unnerved  by  the  pristine  antisepsis  of 
the  hospital.  Behind  him,  apart  and  withdrawn, 
stands  their  retarded  son,  in  his  mid-30s,  lurking 
there  by  the  drapes  with  feral  eyes.  He  peers  at 
the  doctor  as  though  from  some  dark  cave,  face 
expressionless,  filling  the  doctor  with  an  uncom- 
mon fear.  What  begins  for  the  woodsman  as  fever 
and  troublesome  speech,  ends  two  weeks  later 
with  coma,  agonal  breath,  flaccid  palsy,  and 
death.  In  the  intervening  days  the  doctor  treats 
him  with  rare  intensity,  calling  in  the  brightest 
consultants,  fine-tuning  the  delicate  machinery 
of  intensive  care.  The  man’s  wife  and  daughters 
hover  at  the  bedside  through  it  all,  shocked  at  the 
suddenness  of  his  devastation,  at  this  reversal  of 
fortune.  She  had  been  the  sickly  one,  and  he,  her 
rock,  her  foundation.  Now  he  finds  himself  at 
Death’s  dreadful  door  and  she  will  be  the  one  left 
alone.  And  through  all  of  the  doctor’s  frantic  at- 
tention to  his  father  - the  urgent  summonses  to 
the  bedside,  the  late,  sleepless  nights  before  his 
monitors,  the  spinal  taps  and  respirator  care  - 
the  man’s  retarded  son  stands  silently  against 
the  wall  and  watches.  Never  altering  his  stone- 
like expression,  his  eyes  shift  to  the  nurse  run- 
ning off  with  an  order,  now  to  the  doctor’s  hands 
probing  for  hope  from  his  father’s  body,  then  to 
his  mother  sitting,  weeping,  and  now  to  his 
sisters,  overcome  with  emotion,  unable  to 
manage  their  own  anger  and  despair.  And  in  the 
end,  he  watches  the  monitor  go  straight-line, 
lifeless,  watches  a finger  flick  off  the  respirator, 
sees  the  slow,  sorrowful  nod  to  his  mother.  The 
man’s  physician  leaves  them  there  with  the 
deceased,  and  with  the  nurse,  walks  out  of  the 
room  and  into  the  hall,  exhausted.  There  they 
stand,  nurse  and  doctor,  saying  nothing,  each 
staring  off  at  some  point  far  away.  Then  the 
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doctor  feels  something  at  his  arm.  He  turns  to 
find  the  retarded  man  standing  still  beside  him, 
eyes  dark  and  sad.  He  has  touched  the  doctor’s 
arm  with  the  point  of  his  index  finger. 

“Thanks,”  he  says,  and  walks  away. 

The  nurse,  who  has  seen  it  all,  has  seen  the  wife 
beatings  and  child  abuse  of  the  metropolitan 
hospitals,  the  gunshot  wounds  snuffing  out  the 
life  of  youth  in  silly,  wanton  murder,  the  nurse 
who  has  been  hardened  by  the  swirling  decay  of 
society  manifested  by  the  chaos  of  the  big-city 
hospital,  is  overcome. 

“Oh  Christ!”  she  says,  and  buries  her  face  in 
her  hands.  The  doctor  fights  for  control,  braces 
himself  against  a wave  of  emotion,  and  walks  her 
down  the  hall,  holding  her  tightly. 

What  has  moved  them  in  this  way?  The  wonder- 
ful simplicity  of  the  son’s  gratitude?  The  star- 
tling paradox  of  a retarded  man  who  seemed  to 
feel  the  thanks  that  we  often  miss?  Is  there  a 
message  here  for  all  of  us,  buried  somewhere  in 
a file  marked  “What  Wasn’t  Said”?  Might  it  be 
that  we,  as  doctors,  live  the  case  history  along 
with  our  patients,  and  too  often  ignore  that  role, 
to  our  own  great  loss? 

There  is  in  this  business  of  case  histories 
something  unique  about  country  doctoring.  The 
rural  physician  has  friends  and  neighbors  for  pa- 
tients, a knife  that  cuts  both  ways.  On  the  one 
hand,  the  repeated  suffering  and  loss  can  be  over- 
whelming for  the  country  doctor,  and  in- 
capacitating for  a time.  There  is  the  temptation 
to  become  jaded,  hardened,  immune.  But  the 
practice  of  rural  medicine  is  enriched  by  the  story 
of  the  patient  who  is  your  friend,  a story  the 
physician  lives  as  well.  One  often  knows  the  pa- 
tient first  as  friend,  and  his  family  is  an  exten- 
sion of  that  friendship.  The  story  unfolds.  The 
doctor  is  part  of  it. 

A young  man  is  electrocuted  on  a farm.  The  doc- 
tor is  summoned  to  the  scene.  He  is  among  the 
first  to  arrive.  He  is  there  just  in  time  to  witness 
the  horrible  death,  to  pronounce  the  patient,  and 
to  do  little  else  for  him.  But  the  man  has  a wife. 
The  doctor  advises  her  to  remain  in  the  farm 
house,  to  shun  the  scene  he  has  had  to  see,  to 
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avoid  the  nightmares  he  will  endure  repeatedly 
for  months.  He  calls  the  man’s  parents,  tells  them 
the  tragic  news.  The  man’s  father  has  a heart  con- 
dition: that  is  part  of  the  equation. 

The  farm  belongs  to  the  doctor  and  the  doctor 
is  a friend  of  the  young  man’s  father.  They  have 
been  fishing  companions  for  20  years.  The  doctor, 
at  the  request  of  his  friend,  had  allowed  the  young 
couple  to  rent  the  unoccupied  farm  where  now  his 
friend’s  son  lies  dead.  Both  doctor  and  friend  suf- 
fer terrible  pain,  an  irrational  sense  that  each  is 
to  blame  for  the  death  of  the  young  man.  The 
farm  becomes  a forbidden  place.  The  fishing  com- 
panion stays  away.  The  doctor  wonders  if  he  can 
ever  live  there,  as  he  and  his  wife  had  dreamed. 
The  plot  of  ground  where  the  electrocution  took 
place  remains  charred.  For  two  summers, 
nothing  grows  there. 

And  then  life  goes  on.  The  young  wife  remar- 
ries and  moves  away.  The  two  friends,  doctor  and 
fishing  companion,  in  the  serenity  of  a mountain 
lake,  tell  each  other  of  their  guilt.  They  forgive 
each  other,  nod  to  each  other  down  the  length  of 
the  canoe,  and  then,  flick  out  their  lines  to  the 
trout.  Later  they  will  return  to  camp  with  their 
catch,  gulp  cheap  red  wine  from  tumblers,  and 
talk  about  the  day.  And  the  doctor  will  sit  back 
and  see  himself  in  life’s  hard  story. 

Once,  before  television  and  the  fast  lane,  we 
talked  to  one  another.  I like  to  think  that  back 
then,  while  the  rain  pounded  on  the  pavement 
and  the  elms  swayed  in  protective  orchestration 
overhead,  at  kitchen  tables  everywhere  conver- 
sation swelled  with  meaning.  Phrases  like  “You 
really  are  my  best  friend”  and  “Let  me  tell  you 
how  you  could  be  a better  friend  to  me”  and 
“Whatever  happens,  whatever  becomes  of  you, 
count  on  me”  were  as  commonplace  as  the 
passenger  pigeon.  Religion  was  a feeling  back 
then,  not  yet  relegated  to  the  pitch  of  Sunday 
morning  TV. 

In  the  country,  there  are  places  where  these 
feelings  can  still  be  found.  And  the  doctor  there 
is  sometimes  central  to  it.  He  shares  with  his  city 
colleagues  the  exciting  science  that  medicine  has 
become.  He  was  trained  there.  But  having 
camped  on  a tributary  of  life’s  main  current,  he 
has  avoided  much  of  the  consuming  business  that 
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society  has  forced  medicine  to  be.  Regulation  and 
the  paper  it  breeds,  greed  and  its  daughter,  litiga- 
tion, reimbursement  and  its  crafty  stalling  tac- 
tics - all  these  occupy  too  much  of  the  city  doc- 
tor’s time. 

But  there  is  much  that  is  right  with  medicine: 
talking  to  patients,  for  example  - patients  who 
often  become  friends  rather  than  adversaries  - 
and  hearing  their  stories  and  becoming  a part  of 
them.  And  where  the  urban  academician  exerts 
her  skill  to  empathize  with  the  confused, 
frightened  student,  who  is  heavy  with  questions 
and  self-doubt,  and  transforms  this  fledgling 
with  a few  short  years  of  training  into  a physician 
of  the  highest  order,  the  rural  physician  might 
teach  that  student  instead  to  hear  from  patients 
what  often  isn’t  told  these  days,  and  to  tell  pa- 
tients what  their  best  friends  might  have  said. 

What  can  we  hear  in  these  “case  histories’’? 
From  a country  intellectual  and  my  wife’s  dear 
friend,  a frequent  short-notice  dinner  companion, 
and,  ultimately,  my  patient:  a learned  discourse 
on  nature  as  Nature,  now  transformed  into  life’s 
Path,  and  then  - okay,  you  win  - a fourth, 
transcendental  Dimension  which  on  her  death- 
bed she  refers  to  as  He,  and  corrects  with  a wink, 
to  She.  From  a frightened,  dying  alcoholic  who 
has  abused  and  alienated  his  family,  who 
themselves  now  sit  in  close  attention:  the 
rhetorical  “is  there  a god?”  transformed  into  “Do 
you  believe  in  God,  Doctor?”  evolving  into  “the 
minister  wouldn’t  bother  with  me,”  becoming  in 


the  end,  a final  blessing.  From  a young  girl  who 
has  fought  Hodgkin’s  disease  for  three  years  and 
now  lies  dying,  seemingly  defeated:  a story  about 
how  Heaven  will  be  and  how  lucky  she  is  to  be  go- 
ing there,  and  how,  she  says  teasingly,  with  her 
shy,  little-girl  smile,  I should  be  going  there  with 
her. 

Let  us  allow  ourselves  to  become  a part  of  the 
case  history  - a part  of  the  stories  in  which  we 
may  play  many  roles  - stories  about  that  moment 
of  sharing,  when  all  defenses  are  down,  when 
nothing  else  matters,  when  the  lines  of  priority 
are  drawn.  That  is  where  the  greatest  reward  in 
medicine  can  be  found.  And  the  greatest  of 
messages  can  be  found  in  the  patient-doctor  rela- 
tionship at  the  moment  of  death.  It  is  a 
sometimes  painful,  sometimes  joyful  message,  of 
missed  opportunity  and  chance  occasion,  of 
regret  and  ecstasy,  of  guilt  and  inculpability.  It 
is  a portrait  of  the  art  of  medicine,  of  that 
mysterious  blend  of  power  and  human  frailty,  and 
of  essential  empathy  for  our  fellow  man.  It  is  an 
art  all  doctors  intend  to  practice,  whatever  it  is 
that  may  prevent  them  in  the  end  from  doing  so, 
an  art  that  we,  as  doctors  as  well  as  patients,  had 
better  guard  against  losing. 

“On  Being  a Doctor”  is  a new  section  devoted  to  the 
art  of  medicine.  These  periodic  articles  will  ex- 
amine human  experiences  that  reflect  the  literary 
and  philosophic  sides  of  medicine.  These  articles 
are  being  offered  as  a courtesy  by  the  Annals  of 
Internal  Medicine. 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  1990 

PART  II 


REPORTS  OF  SPECIAL  COMMITTEES 
COMMITTEE  ON  AGING 

The  Committee  on  Aging  was  very  active  during  the  past 
year.  Monthly  meetings  were  well  attended  by  the  regular 
committee  members,  and  key  personnel  from  outside  agencies 
were  regularly  in  attendance,  including  such  guests  as 
Eleanor  Cain,  Director  of  the  State  Division  of  Aging,  and 
Norma  Shaw  from  the  state  AARP.  Others  included  Mr.  Ed- 
ward Hoopes  of  the  AARP  and  Mr.  Robert  E.  Lawson,  Ex- 
ecutive Director  of  the  Delaware  Health  Care  Association. 

The  committee  assisted  the  Division  of  Aging  in  the  develop- 
ment of  their  Beach  Day  Program  in  September.  Committee 
members  were  present  at  an  exhibit  sponsored  by  the  Medical 
Society  of  Delaware  at  the  Wellness  Fair.  The  Society 
members  were  available  to  answer  questions  from  the  senior 
citizens  and  also  distributed  brochures  pertaining  to  medical 
issues. 

The  committee  has  completed  its  co-development  of  the  RX 
check  program  in  conjunction  with  the  Division  of  Aging  and 
the  Nemours  Foundation.  The  benefits  of  this  program  will 
be  ascertained  with  the  cooperation  of  ten  physicians  who 
have  volunteered  to  assist  in  the  evaluation  program  which 
was  implemented. 

A subcommittee  has  been  developed  to  study  quality 
assurance  and  other  issues  involved  with  long  term  care  in- 
stitutions in  our  state. 

The  committee  plans  to  continue  our  close  liaison  with  the 
Delaware  Chapter  of  the  AARP.  We  would  like  to  offer  some 
form  of  program  involving  health  care  issues  for  the  aging, 
but  at  this  time,  I have  had  difficulty  with  receiving  input  as 
to  the  type  of  program  which  would  be  well  received.  We  will 
continue  to  stress  the  public  awareness  of  the  Medical 
Society’s  concerns  for  the  problems  of  the  elderly. 

Robert  G.  Altschuler,  M.D. 

Chairman 

(The  report  was  filed  with  special  thanks  to  Dr.  Altschuler 
and  the  committee.) 
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ALTERNATIVE  METHODS  OF  HEALTH  CARE  DELIVERY 
COMMITTEE 

This  committee  continues  to  be  inactive.  There  have  been 
no  scheduled  or  requested  meetings  of  this  committee.  It  has 
been  recommended  to  the  President  of  the  Medical  Society 
that  this  committee  be  discontinued. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that  the 
Board  of  Trustees  develop  a mechanism  to  review  informa- 
tion regarding  new  mechanisms  of  health  care  delivery  and 
a method  of  disseminating  that  information.) 

ANCILLARY  PROFESSIONALS  COMMITTEE 

There  have  been  no  meetings  of  the  Ancillary  Professionals 
Committee  during  the  past  year.  Legislation  involving  other 
health  care  professionals  that  was  introduced  in  the  Delaware 
General  Assembly  this  year  was  reviewed  by  the  Society’s 
Public  Laws  Committee  and  the  Board  of 'Trustees.  Examples 
are  the  bills  that  would  have  given  physical  therapists  the 
right  to  see  patients  without  physician  referral  and  op- 
tometrists the  right  to  prescribe  therapeutic  drugs,  neither 
of  which  were  enacted. 

It  is  my  recommendation  that  matters  involving  ancillary 
professionals  continue  to  be  dealt  with  on  an  ad  hoc  basis. 

I.  Favel  Chavin,  M.D. 

Chairman 

(The  report  was  adopted.) 

CHARITABLE  SERVICES  COMMITTEE 

The  Charitable  Services  Committee  has  continued  its  ef- 
forts of  the  past  several  years  to  develop  an  adult  health  ser- 
vice for  the  medically  indigent  in  the  Claymont  area.  In  the 
past  12  months,  three  major  developments  have  occurred 
which  have  brought  this  project  closer  to  fruition.  First,  the 
Claymont  Community  Center  obtained  necessary  funding 
from  the  legislature  for  staff  nursing  personnel.  Secondly, 
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House  Bill  360  was  signed  by  Governor  Castle;  it  provides  for 
civil  liability  limitation  for  volunteer  licensed  physicians  and 
nurses  serving  medical  clinics.  Thirdly,  the  awareness  of  the 
scope  of  the  medically  indigent  problem  has  been  greatly  ex- 
panded through  the  Governor’s  Tksk  Force  for  Indigent  Health 
Care  in  its  report  of  May  31,  1990. 

Through  the  assistance  of  the  Delaware  General  Assembly’s 
Speaker  of  the  House,  Representative  Terry  Spence  (R-18th 
District),  a meeting  was  arranged  with  Secretary  of  Finance 
Stephen  Golding,  Secretary  of  Health  and  Social  Services 
Thomas  Eichler,  and  Undersecretary  of  Health  and  Social  Ser- 
vices Muriel  Rusten,  to  map  out  an  implementation  of  the 
Adult  Health  Service  at  Claymont  and  to  use  it  as  a prototype 
for  other  clinics  throughout  the  state.  Solicitations  for  physi- 
cian volunteers  have  been  made,  and  we  hope  to  be  in  opera- 
tion before  year  end.  Tnroughout  the  year,  the  committee  has 
had  the  benefit  of  participation  in  deliberations  of  Represen- 
tative Jane  Maroney  (R-lOth  District),  whose  insight  and  help 
have  been  greatly  appreciated. 

The  committee  also  recommended  endorsement  of  a 
volunteer  program  directed  toward  medical  assistance  for  the 
homeless  in  New  Castle  County  as  proposed  by  Dr.  Kurt 
Anstreicher.  Dr.  Edgar  Miller  has  undertaken  this  project  as 
a representative  of  the  committee  and  the  Medical  Society. 

The  chair  greatly  appreciates  the  kind  efforts  of  the 
members  of  the  committee  and  of  those  state  government 
representatives  who  have  helped  to  bring  these  programs  to 
fruition. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 

CULTURAL  AND  HISTORICAL  COAAMITTEE 

There  have  been  no  meetings  of  the  Cultural  and  Historical 
Committee  during  the  past  year. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed.) 

ENVIRONMENTAL  AND  PUBLIC  HEALTH  COAAMITTEE 

The  Environmental  and  Public  Health  Committee  initial- 
ly met  on  February  13, 1990,  to  review  the  House  of  Delegates 
Resolution  89-5,  at  the  request  of  the  Board  of  Trustees.  This 
resolution  called  for  efforts  to  improve  Delaware’s  poor  health 
record. 

The  committee  reaffirmed  its  support  for  the  intent  of  the 
Resolution.  It  was  felt  advisable  to  seek  legal  counsel  concern- 
ing the  possibility  of  a waiver  from  Medicare  to  make  possi- 
ble a sliding  fee  scale.  The  committee  further  supported 
higher  cigarette  and  alcohol  taxes.  This  Resolution  was  subse- 
quently accepted  and  filed  by  the  Board  of  Trustees. 
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The  Subcommittee  to  Implement  Resolution  89-4  met  on 
April  3,  1990,  chaired  by  Dr.  Peter  Chodoff,  to  establish  a 
separate  Department  of  Health.  Plans  were  made  to  meet 
with  the  Public  Health  Director  from  Missouri  for  his 
assistance  to  critique  the  proposal  and  offer  suggestions  for 
implementation.  Dr.  Chodoff  will  present  the  proposal  to  the 
Board  of  Trustees  when  finalized. 

House  Bill  403,  regarding  hazardous  waste  management, 
was  reviewed  with  the  recommendation  that  it  be  supported 
but  with  concerns  about  prohibitive  fees. 

House  Bill  435,  The  Delaware  Hazardous  Substance 
Clean-up  Act,  was  supported  with  reservations.  The  bill  pro- 
vides that  the  Secretary  of  the  Department  of  Natural 
Resources  may  exempt  certain  facilities.  The  committee  felt 
that  exemptions  should  be  granted  only  with  the  concurrence 
of  the  Chief  Public  Health  Officer. 

A joint  meeting  of  our  Committee  and  the  School  Health 
Committee  was  called  on  June  26, 1990,  with  Ms.  Edith  Vin- 
cent, State  Supervisor  of  Health  Education  and  Health  Ser- 
vices in  the  Department  of  Instruction,  as  our  guest  to  discuss 
the  proposed  health  education  policy  in  Delaware  schools.  Ms. 
Vincent  presented  draft  materials  for  K-12  Comprehensive 
Health  Education  and  Family  Life  Education  Policy,  Health 
Education  Content  Standards,  and  Policy  for  School  Districts 
on  Possession,  Use  or  Distribution  of  Drugs  and  Alcohol.  It 
was  recommended  that  more  emphasis  needed  to  be  placed 
on  staff  development.  Eventually,  this  material  should  be  in- 
corporated and  proficiency  required  as  part  of  teacher  train- 
ing. Also,  this  must  be  a statewide  curriculum  regardless  of 
school  district  with  some  means  devised  to  test  Student 
knowledge. 

Some  discussion  concerning  school-based  health  clinics  also 
ensued.  Dr.  Lester  Wright  supported  the  policy  to  include  STD 
treatment.  It  was  suggested  that  clear  guidelines  as  to  what 
is  treated  and  what  follow-up  is  available  be  developed.  An 
informational  article  in  the  Delaware  Medical  Journal  will 
in  the  future  be  helpful. 

I would  like  to  commend  all  committee  members  for  their 
diligence  this  past  year.  Specifically,  we  owe  thanks  to  Dr. 
Robert  Frelick  for  all  his  efforts  toward  promoting  an  anti- 
smoking environment  and  to  Dr.  Peter  Chodoff  for  his  work 
towards  establishing  a separate  Department  of  Health. 

Maria  D.  Perez,  M.D. 

Chairperson 

(The  report  was  filed  with  commendation  to  Dr.  David  Platt, 
who  has  addressed  students  on  more  than  125  occasions,  for 
his  enormous  work  in  health  education  of  high  school  students 
in  Delaware.) 

ETHICS  COAAMITTEE 

The  Ethics  Committee  of  the  Medical  Society  of  Delaware 
met  less  often  than  usual  this  past  year  because  of  the  time 
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it  took  to  develop  a survey  of  the  Society  Membership,  analyze 
its  results  and  for  the  Board  to  appoint,  for  the  first  time,  three 
prominent  lay  persons  to  the  committee.  It  is  hoped  this  ad- 
dition will  serve  both  the  public  and  the  medical  profession 
as  more  and  more  ethical  problems  surface,  many  of  which 
are  secondary  to  diagnostic  and  therapeutic  medical  advances. 
The  committee  initiated  a program  to  study  physician  adver- 
tising in  the  Yellow  Pages  that  depended  upon  the  coopera- 
tion of  the  American  Board  of  Medical  Specialties  (ABMS). 
This  was  done  because  of  one  physician’s  complaint  about 
another  physician’s  designation  in  the  Yellow  Pages.  Although 
the  phone  company  agrees  that  it  is  not  ethical  to  mislead  the 
public  by  false  advertising  claims,  the  Bell  System  is  in  no 
position  to  investigate  each  specialty  claim.  So  far,  in  spite 
of  original  promises  by  the  ABMS  to  check  the  accuracy  of 
the  current  listings  in  Delaware,  no  replies  have  been  received. 
Perhaps  this  is  because  the  Board  Headquarters  in  Chicago 
is  too  busy  selling  its  own  approach  to  assure  proper  special- 
ty designations  through  special  Yellow  Page  advertisements. 
They  are  asking  for  significant  payments  by  individual 
specialists  to  be  listed.  If  not  listed,  some  are  concerned  that 
the  public  may  think  their  board  qualifications  are  not  cor- 
rect, although  the  Boards  have  promised  to  include  a 
disclaimer  with  the  listings  which  states  that  the  physicians 
listed  do  not  necessarily  include  all  in  a community  with 
recognized  and  legitimate  specialty  ranking. 

The  committee  has  continued  its  efforts  to  obtain  clarifica- 
tion of  the  U.S.  Antitrust  laws  as  they  pertain  to  physicians 
because  of  the  barriers  posed  by  the  U.S.  Department  of 
Justice  to  having  the  Medical  Society  adjudicate  fee  concerns 
of  patients.  This  poses  an  ethical  dilemma  to  physicians,  who 
are  told  that  as  an  organization  any  comments  on  fees  can 
be  considered  a restriction  of  trade.  Even  calls  for  fee  restraints 
can,  as  the  Society  knows,  stimulate  a U.S.  Justice  Depart- 
ment investigation.  So  far  even  a letter  from  Senator  Roth  and 
from  the  U.S.  Attorney  for  the  District  of  Delaware  have  failed 
to  obtain  an  answer.  The  committee  has  stimulated  several 
editorials  and  letters  on  ethical  concerns  in  the  Delaware 
Medical  Journal.  It  continues  to  encourage  hospital  ethical 
committees  and  individual  physicians  to  be  sensitive  to 
ethical  concerns  and  to  resolve,  whenever  possible,  ethical 
issues  at  their  source,  with  the  cooperation  of  patients  and 
their  families. 

The  U.S.  Supreme  Court  decision  on  the  Cruzan  case 
recognized  the  validity  of  “living  wills”  and/or  an  enduring 
power  of  attorney  to  allow  a physician  to  remove  a feeding  tube 
in  a patient  in  a permanent  vegetative  state  if  the  patient  had 
sjjecifically  stated  his  or  her  desire  to  avoid  such  management. 
It  is  obvious  that  many  of  those  for  whom  the  question  is 
raised  would  not  have  made  any  formal  provisions  prior  to  an 
illness  resulting  in  a permanent  vegetative  state.  The  Court 
indicated  that  states  may  define  rules  of  behavior  when  the 
question  of  feeding  tubes  and  similar  supportive  measures  are 
involved  in  patients  in  a permanent  vegetative  state.  The 
Delaware  State  Bar  Association  has  recently  suggested  a joint 
committee  to  help  resolve  that  problem. 

The  committee  wishes  to  remind  all  physicians  that  the 
Medical  Society  supports  the  concept  of  a “Living  Will”  and 
urges  them  to  encourage  its  use  by  their  patients. 
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At  the  latest  meeting  of  the  committee  on  the  2nd  of  October, 
the  committee  developed  a resolution  to  be  submitted  to  the 
House  of  Delegates  to  insure  that  children  not  be  denied 
necessary  treatment  because  of  lack  of  parental  permission. 
This  was  stimulated  by  a case  brought  to  the  committee’s  at- 
tention in  which  a 3-year-old  boy  was  not  allowed  possible 
“curative”  treatment  of  a non-Hodgkins  Lymphoma  by  his 
parents.  The  Delaware  Supreme  Court  supported  the  parents’ 
rights  to  make  that  decision. 


The  committee,  through  this  report,  is  requesting  that  the 
House  of  Delegates  recommend  to  the  membership  of  the 
Medical  Society  of  Delaware  that  physicians  encourage  their 
patients  to  have  a living  will  and/or  an  enduring  power  of  at- 
torney. This  is  the  best  way  to  guide  physician  management 
when  a patient  is  unable  to  make  a personal  choice  The  Divi- 
sion of  Aging  of  the  State’s  Department  of  Health  and  Social 
Services  heis  recently  provided  a Living  Will  which  is  reported 
to  be  compatible  with  the  state’s  current  laws.  Their  Will  is 
based  in  part  on  the  Medical  Directive  Concept  published  in 
JAMA  several  months  ago.  It  does  ask  specifically  what  the 
patient’s  desires  EU'e  under  a number  of  specific  circumstances. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that  in- 
formation about  the  Living  Will  and  the  Durable  Power  of  At- 
torney be  publicized  in  the  Delaware  Medical  Journal.) 
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LEGISLATIVE  ACTION  COMMITTEE 

This  was  the  second  year  that  the  Legislative  Action  Com- 
mittee was  in  existence.  The  committee  served  its  prime  pur- 
pose, that  of  providing  a “medical  presence”  in  Dover  at  every 
regular  session  of  the  State  Legislature.  The  aim  in  creating 
this  presence  in  Dover  was  also  accomplished  in  that  the 
members  of  the  committee  who  spent  time  at  the  Legislature 
were  able  to  provide  the  opinions  of  the  Medical  Society  on 
key  legislative  issues. 

In  terms  of  specific  accomplishments  during  the  past  year, 
we  had  substantial  input  on  the  revisions  to  the  Medical  Prac- 
tices Act.  These  revisions  expanded  the  Board  of  Medical  Prac- 
tice by  adding  additional  public  members  to  the  Board.  It  also 
transferred  the  main  responsibility  for  Board  selections  from 
the  Medical  and  Osteopathic  Societies  to  the  Governor.  Also 
provided  for  are  the  activities  of  the  newly  hired  executive 
director  of  the  Board  and  the  use  of  investigators  by  the  Board. 
We  also  were  able  to  influence  and  support  professional 
legislation  that  will  lead  to  greater  access  to  health  care  for 
the  indigent  and  the  uninsured  and  the  underinsured. 

Overall,  our  legislative  initiatives  were  very  successful.  We 
were  able  in  most  instances  to  protect  the  practice  of  medicine 
from  intrusions  by  a number  of  groups.  Even  in  areas  where 
we  were  not  successful,  our  continued  activities  in  Dover 
should  result  in  sound  working  relationships  with  all 
participants  in  the  health  care  system. 

Special  thanks  go  to  the  members  of  the  committee  who 
spent  time  at  the  Legislature  and  to  the  Society’s  Legislative 
Specialist,  Ned  Davis. 

Stephen  R.  Permut,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  Dr.  Permut  and 
his  committee  for  superlative  work  beyond  anyone’s  hopes  or 
expectation  when  the  committee  was  formed.) 

COMMITTEE  ON  HOSPITAL  RELATIONS 

There  have  been  no  meetings  of  the  Committee  on  Hospital 
Relations  during  the  past  year. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed.) 

MATERNAL  AND  CHILD  HEALTH  COMMITTEE 

Delaware  continues  to  be  plagued  by  barriers  to  pediatric 
and  obstetrical  care.  Efforts  to  address  these  problems  have 
continued  on  multiple  fronts.  The  following  issues  were  ad- 
dressed during  the  past  year. 

The  committee  endorsed  a pregnancy  record  designed  to  be 
used  at  all  obstetrical  centers.  The  form  is  a modification  of 
that  proposed  by  the  American  College  of  Obstetricians  and 
Gynecologists.  An  advantage  of  the  form  is  that  the  entire 
obstetrical  care  plan  can  be  formulated  and  followed  on  one 
sheet  of  paper. 
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The  Delaware  Division  of  Public  Health  and  the  Medical 
Society  of  Delaware  developed  a proposal  in  response  to  a 
federal  request  to  review  infant  mortality  in  Delaware.  The 
review  would  have  involved  systematic  evaluation  of  a 
minimum  of  50  cases  to  identity  factors  contributing  to  in- 
fant and  fetal  death.  This  proposal  was  approved,  but  not 
funded  by  the  federal  government. 

The  committee  recommended  that  the  Medical  Society  en- 
courage the  development  of  school  based  health  centers  that 
would  address  the  issues  of  sex  education,  sexually  transmit- 
ted diseases,  and  contraception.  This  matter  was  resolved  with 
the  passage  of  a resolution  sponsored  by  Dr.  Diana  Dickson- 
Witmer  for  the  School  Health  Committee  and  the  Maternal 
and  Child  Health  Committee. 

Finally,  the  high  infant  mortality  rate  in  Delaware  was 
again  addressed  by  a Legislative  Task  Force  on  Infant  Mor- 
tality chaired  by  Representative  Jane  Maroney.  The  latest 
task  force  completed  its  study  of  the  status  of  obstetrical  and 
pediatric  problems  in  Delaware  and  Published  its  report, 
“Closing  the  Gaps,”  in  June  1990. 

Garrett  H.  C.  Colmorgen,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICINE  AND  RELIGION  COMMITTEE 

During  this  past  year,  the  Committee  on  Medicine  and 
Religion  of  the  Medical  Society  of  Delaware  has  continued  its 
annual  Prayer  Breakfast  and  annual  Physician  Clergy 
Breakfast.  The  committee’s  focus  of  attention  this  year  was 
on  addressing  the  needs  of  the  aged  - the  most  rapidly  pro- 
gressing segment  of  our  society.  The  theme  for  the  1990  Physi- 
cian and  Clergy  Breakfast  was  “Spiritual  Life  and  Growth 
in  the  Geriatric  Patient.”  Presentations  were  made  by  Bob 
Lawson  with  his  special  expertise  in  the  nursing  home  and 
the  number  of  inpatients  and  their  rate  of  growth  and  some 
of  the  services  offered.  Eleanor  Cain  from  the  Division  of  Ag- 
ing also  gave  an  inter-relating  overview.  Milton  Keene  gave 
a very  personal  testimonial  about  the  changes  one  goes 
through  in  this  traumatic  time  of  retirement  and  aging. 

The  annual  Prayer  Breakfast  of  the  Medical  Society  of 
Delaware  is  upcoming  and  will  continue  to  address  this 
similar  concept  but  have  some  testimonials  from  physicians 
who  have  altered  their  practice  or  chosen  alternative  aspects 
of  inter-relation  with  the  medical  profession  and  will  continue 
to  focus  on  the  sharing  and  inspiration  of  musical  ministry. 
Through  the  focus  on  aging,  considerable  discussion  and  in- 
vestigation was  initiated  on  developing  a program  of  effective 
pastoral  care  in  the  nursing  homes  with  a seed  grant  that  had 
been  designated  previously  for  a similar  function.  A proposal 
of  needs  in  the  nursing  home  and  support  by  the  clergy  and 
parishioners  as  well  as  initial  possible  sources  of  revenue  with 
matching  funds  was  investigated.  However,  these  discussions 
and  further  investigation  were  tabled. 
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Lastly,  and  perhaps  most  importantly,  there  were  questions 
raised  by  the  Board  of  the  Medical  Society  regarding  the  func- 
tion and  role  of  the  Medicine  and  Religion  Committee.  Until 
its  role  and  position  are  better  defined,  the  committee  finds 
it  difficult  to  reach  out  for  new  endeavors  and  address  defini- 
tion of  our  “role”  in  order  to  inter-relate  medicine  and  religion 
and  hopefully  assist  not  only  ourselves  but  our  communities. 

Bruce  A.  Fellows,  M.D. 

Chairman 

(The  report  was  filed  with  the  Reference  Committee’s  note  of 
the  fact  that  the  charge  of  the  committee  is  to  recognize  and 
support  the  relationship  between  medicine  and  religion,  and 
that  financial  support  for  community-based  religious  pro- 
grams is  not  included  in  that  charge.) 

MEDICO  LEGAL  AFFAIRS  COMMITTEE 

During  this  year,  the  committee  considered  the  proposal 
made  by  the  Medical  Society’s  legal  counsel,  Victor  Battaglia, 
Esquire,  regarding  doctor/patient  arbitration  of  disputes. 

The  proposal  recommended  by  Mr.  Battaglia  was  approved 
by  the  committee  and  recommended  to  the  Board  of  Trustees 
for  implementation  by  Delaware  physicians  on  a voluntary 
basis. 

John  T.  Hogan,  M.D. 

Chairman 

(The  report  was  filed.) 

MENTAL  HEALTH,  ALCOHOLISM  AND  DRUG  ABUSE  COAAMITTEE 

Although  the  committee  held  no  formal  meetings  during 
the  current  year,  the  chairman  has  discussed  matters  with 
individual  members  and  with  the  President  of  the  Psychiatric 
Society.  An  agenda  for  the  future  includes  these  matters, 
which  are  on-going  concerns. 

One  of  the  growing  concerns  in  psychiatric  practice,  as  in 
other  specialties,  is  the  encroachment  of  fourth  parties  on 
medical  decisions  about  treatment  and  hospitalization.  The 
practice,  which  goes  under  the  euphemistic  term  “case 


management,”  is  not  comparable  to  peer  review,  which  we  ac- 
cept. Its  goal  is  to  limit  treatment  to  save  money  for  the  car- 
riers. This  is  a problem  which  no  one  specialty  can  fight  alone; 
it  requires  collective  consensus  and  action. 

Unfortunately,  our  friendly  collaboration  with  allied  health 
professionals  has  led  to  increasing  conflict  regarding  the  role, 
scope  and  responsibility  of  those  who  had  been  working  with 
us.  In  the  field  of  mental  health,  nurses,  psychologists,  social 
workers  and  nonspecific  counselors  not  only  assume  that  they 
have  unlimited  competence  to  treat  and  diagnose  anything, 
but  now  there  is  a movement  to  obtain  legal  authority  to 
prescribe  medications.  We  have  been  seeing  the  same  thing 
with  optometrists,  and  a similar  conflict  has  arisen  with 
physical  therapists,  who  are  seeking  the  legal  authority  to 
diagnose  and  treat  patients  independently.  What  is  at  stake 
is  the  health  of  our  people,  not  turf  or  dollars.  Each  of  these 
conflicts  is  of  concern  to  all  of  us  and  requires  collective  con- 
sensus and  action  rather  than  a “that’s  their  problem” 
approach. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed.) 

PHARMACY  COMMITTEE 

Yes,  it  should  be  mentioned  up  front  that  the  Pharmacy 
Committee  is  seeking  its  identity.  Originally,  the  committee 
was  conceived  to  be  a joint  venture  of  understanding  between 
physicians  and  pharmacists,  but  this  failed.  Thereafter  the 
committee  has  responded  to  urgencies.  This  year  there  have 
been  two  meetings.  The  substance  of  these  meeting  has 
included: 

1)  Reaction  to  Senator  David  Pryor’s  Senate  Bill,  with  op- 
position to  the  FormularyATherapeutic  Substitution  Proposal. 
There  was  a windfall  of  opportunity  when  Senator  Herman 
Holloway  of  Delaware’s  General  Assembly  had  Senate  Resolu- 
tion #108  opposing  the  Pharmaceutical  Access  and  Prudent 
Purchasing  Act  (Senate  Bill  2505)  passed.  Tlie  committee  sug- 
gested this  resolution  be  sent  to  the  AMA  with  the  wish  it 
be  distributed  to  all  State  Societies  through  the  USA. 


OSTEOPOROSIS 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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2)  Reacted  to  the  proposed  New  Pharmacy  Act  of  the  State 
of  Delaware  by  agreeing  to  the  enactment  of  controls  to  bring 
out-of-state  pharmacies  into  compliance  with  our 
philosophies.  There  was  also  agreement  with  the  Board  of 
Pharmacy’s  proposal  to  reduce  the  retention  of  prescription 
records  from  five  years  to  three  years  with  the  added  comment 
that  these  records  also  be  kept  for  three  years  on  computer 
by  the  pharmacies  using  computers. 

3)  The  Annual  Report  of  the  Delaware  State  Board  of  Phar- 
macy was  further  reviewed  without  additional  comment. 

4)  Letters  from  Dr.  Charles  Laudadio  and  Dr.  Thomas  Vates 
were  received,  and  actions  taken,  to  the  satisfaction  of  both 
physicians  it  is  hoped. 

The  four  points  above  show  the  committee’s  reactions  to 
urgencies,  but  the  group  still  needs  an  identity  if  the  House 
of  Delegates  or  the  Board  of  'Trustees  so  directs. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
Senator  Pryor’s  bill  concerning  generic  drugs  and  biologically 
equivalent  drugs  be  discussed  in  an  editorial  in  the  Delaware 
Medical  Journal  so  that  the  membership  will  be  made  aware 
of  this  issue.) 

PHYSICIANS'  HEALTH  COMMITTEE 

The  following  is  a summary  of  the  cases  that  came  to  the 
attention  of  the  Physicians’  Health  Committee  during  the 
past  year. 

Concerning  one  case  from  1987,  the  physician  involved  has 
refused  the  help  of  the  Committee.  The  Medical  Society’s  at- 
torney has  advised  no  further  action  on  the  part  of  the  com- 
mittee at  this  time. 

One  case  from  1988  continues  to  be  followed.  This  physician 
is  functioning  very  well  and  continues  in  therapy. 

There  are  three  cases  active  from  1989,  two  of  which  have 
involved  the  physician’s  licensure. 

1990  has  seen  four  new  cases. 

One  previous  case  from  an  earlier  year  arose  again  in  the 
context  of  assisting  this  physician  to  resume  practice  since 
he  appears  ready  and  able  to  do  so  at  this  time. 

The  focus  of  active  cases  varies  considerably.  Four  have  in- 
volved substance  abuse.  Several  have  involved  primary 
psychiatric  disorders  other  than  substance  abuse,  and  several 
have  involved  issues  surrounding  licensure  for  other  reasons 
including  failure  to  practice  according  to  current  standard  of 
care  in  the  community.  Issues  concerning  the  aging  physician 
have  arisen,  as  have  those  surrounding  litigation-related 
stress. 
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A charter  for  the  committee  has  been  finalized  and  accepted 
by  the  Board.  The  committee  continues  its  procedure  of  hav- 
ing two  members  assigned  to  each  physician  with  whom  it 
is  involved.  Those  members  work  privately  with  the  physi- 
cian, and  the  entire  committee  continues  to  convene  every 
other  month.  Some  of  the  sessions  have  been  held  in  Dover 
to  accommodate  members  from  Kent  and  Sussex  Counties. 

Carol  A.  Ihvani,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  Dr.  Tbyani  for  her 
tireless  efforts  to  rehabilitate  Delaware  physicians  who  have 
suffered  from  substance  abuse  or  other  psychological 
problems.) 

PRISON  HEALTH  CARE  COMMITTEE 

Over  the  past  year,  the  Prison  Health  Care  Committee  has 
met  only  once  for  a formal  meeting.  This  was  requested  by 
the  Latino  Tbsk  Force  to  investigate  the  recent  death  of  an 
Hispanic  male  while  being  cared  for  by  the  prison  physicians 
and  then  later  at  a downstate  hospital.  This  was  a very  fruitful 
meeting,  which  led  to  some  very  useful  exchange  of  ideas  and 
recommendations  between  Correctional  Medical  Systems,  the 
Attorney  General’s  Office,  the  Department  of  Corrections  and 
the  Medical  Society  Committee. 

Outside  of  the  formal  committee  structure,  prison/patient 
complaints  have  been  dealt  with  on  an  individual  basis  by  the 
committee  chairman  in  conjunction  with  the  Correctional 
Medical  Systems  Medical  Director.  I believe  that  we  have  a 
closer  working  relationship  with  Correctional  Medical 
Systems  now  than  we  did  a number  of  years  ago,  and  this  has 
led  to  a streamlining  of  the  way  in  which  prisoners’  com- 
plaints are  handled. 

I look  forward  to  another  year  of  fhiitful  exchange  and 
helpful  support  of  the  other  committee  members. 

Dennis  R.  Witmer,  M.D. 

Chairman 

(The  report  was  filed.) 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  continued  this  year  to  make 
presentations  to  Delaware  school  teachers  on  the  subject  of 
AIDS  education.  The  committee  also  actively  lobbied  the 
State  Board  of  Education  to  allow  diagnosis  and  treatment 
of  sexually  transmitted  diseases  in  the  School  Based  Wellness 
Clinics  already  functioning  in  four  Delaware  schools.  This  ef- 
fort was  successful. 

The  Division  of  Public  Instruction  is  now  preparing  pro- 
tocols for  diagnosis  and  treatment  of  sexually  transmitted 
diseases  at  the  School  Based  Health  Clinics.  Funds  are  needed 
by  these  clinics  for  staff  orientation  to  the  specific  diagnostic 
techniques  that  will  be  utilized. 
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The  School  Health  Committee  met  on  6/26/90  in  conjunc- 
tion with  the  Environmental  and  Public  Health  Committee 
to  hear  a presentation  from  Edith  Vincent,  Director  of  the 
Division  of  Public  Instruction,  on  the  subject  of  Health  Educa- 
tion in  the  Delaware  School  System.  Mrs.  Vincent  presented 
a draft  for  the  new  comprehensive  health  education  and  fami- 
ly life  education  policy  and  encouraged  physician  input  into 
these  policies.  The  committee  was  quite  concerned  that  the 
three  hours  of  teacher  training  which  the  state  has  ap- 
propriated for  preparing  teachers  for  this  new  curriculum  is 
grossly  inadequate. 

The  committee  also  discussed  the  fact  that  a course  in  health 
education  is  not  a requirement  for  being  certified  as  a teacher 
in  the  state  of  Delaware,  and  that  in  fact  health  education  as 
a separate  subject  is  not  even  offered  in  some  of  the  institu- 
tions which  prepare  our  young  teachers  in  training  for  their 
difficult  careers.  Our  concerns  on  this  subject  were  expressed 
in  writing  to  Paul  Fine,  the  President  of  the  Boeird  of  Educa- 
tion and  to  Robert  E.  Schiller,  Deputy  State  Superintendent, 
Instructional  Services  Branch.  They  indicated  that  the  Divi- 
sion of  Public  Instruction  is,  this  year,  in  the  process  of  review- 
ing all  requirements  for  the  preparation  and  certification  of 
teachers,  and  that  the  preparation  a teacher  has  in  order  to 
handle  “the  critical  area  of  health  education”  is  one  of  the 
areas  they  intend  to  address.  The  committee  feels  that  it  is 


important  for  the  Delaware  medical  community  to  keep  the 
pressure  on  the  Division  of  Public  Instruction  and  the  Board 
of  Education  until  adequate  health  education  courses  are 
made  available  to  teachers  in  training  and  until  preparation 
in  the  area  of  health  education  is  made  a requirement  for 
certification. 

The  committee  also  worked  with  Rachel  S.  Yoskowitz, 
M.P.H.,  R.N.,  Director  of  the  Office  of  Adolescent  Health.  Mrs. 
Yoskowitz  has  asked  the  committee  to  help  lobby  the 
legislature  for  more  funds  for  adolescent  health  education. 
In  November  Mrs.  Yoskowitz  is  going  to  present  to  the  com- 
mittee a legislative  fact  sheet  for  Medical  Society  advocacy. 
It  will  include  specific  data  about  adolescent  health  problems 
in  the  state  and  information  about  the  particular  legislators 
who  should  be  approached  for  help  in  this  area. 

Doctors  Alfred  Bacon  and  Richard  Henderson  participated 
in  the  Division  of  Public  Instruction’s  Tfeacher-In-Service  Pro- 
gram for  teachers  and  school  nurses  on  October  12th.  Dr. 
Bacon  discussed  “AIDS  and  Other  Sexually  Transmitted 
Diseases”  and  Dr.  Henderson  discussed  “Tfeen  Sexuality  and 
Tteen  Pregnancy.” 

Diana  Dickson-Witmer,  M.D. 

Chairman 


DESIGNING 
YOUR  RETIREMENT 

PROGRAM 

H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 
That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 
Creative  retirement  planning  provides  a brighter  future. 

Wilmin5tton  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark,  Delaware  19714  • (302)  731-1326 
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(The  report  was  filed.  Dr.  Eduardo  L.  Jiloca,  Vice  Chairman 
of  Reference  Committee  B,  stated  that  the  Reference  Commit- 
tee by  unanimous  vote  wished  to  commend  Dr.  Dickson- 
Witmer  for  her  outstanding  work  as  chairman  of  the  School 
Health  Committee.) 

SPECIALTY  SOCIETIES  COAAMITTEE 

Representatives  of  the  specialties  were  invited  to  submit 
reports  for  inclusion  in  the  House  of  Delegates  handbook.  The 
Medical  Society  of  Delaware  is  interested  in  knowing  about 
any  special  interests  or  concerns  that  come  to  the  attention 
of  the  various  specialty  groups. 

The  reports  that  were  submitted  follow. 

William  H.  Duncan,  M.D. 

Chairman 

(The  reports  that  follow  were  filed.) 

DELAWARE  CHAPTER,  AMERICAN  COLLEGE  OF  PHYSICIANS 

The  Delaware  Chapter  of  the  American  College  of  Physi- 
cians has  been  active  in  1990  in  enrolling  new  members, 
fellows  and  associate  members.  The  annual  scientific  meeting 
of  the  chapter  was  held  in  May  of  this  year.  The  associates’ 
meeting  (the  first  such  meeting  ever  held  in  Delaware)  took 
place  at  Christiana  Hospital  on  Thursday,  August  9th.  Five 
papers  were  presented  by  associate  members  who  were 
residents  at  the  Medical  Center  or  had  just  completed  their 
medical  residency. 

More  pertinent  to  the  information  you  need,  I think  there 
are  two  concerns  being  expressed  by  members  of  the  Delaware 
Chapter  of  the  College  of  Physicians.  First  is  the  concern  of 
access  to  medical  care  and  what  the  local  medical  communi- 
ty can  do  in  cooperation  with  the  local  city,  county,  state 
government  to  improve  the  access  to  care  of  our  indigent  and 
homeless.  The  second  concern  by  the  local  Chapter  of  the  Col- 
lege is  the  decrease  in  physicians  electing  to  go  into  internal 
medicine.  There  is  a concern  that  this  may  impact  on  the 
number  of  primary  physicians  in  this  discipline  in  the  future. 
The  astronomical  increase  in  HIV  positive  patients  in  this 
state,  as  in  many  states  in  this  country,  certainly  will  require 
adequate  numbers  of  individuals  trained  in  the  discipline  of 
internal  medicine. 

William  J.  Holloway,  M.D. 

Governor  for  Delaware 

DELAWARE  RADIOLOGICAL  SOCIETY 

The  Delaware  Radiological  Society  has  been  concerned 
about  the  incidence  of  breast  cancer  in  our  state.  As  an  af- 
filiate of  the  American  College  of  Radiology,  we  support  the 
College’s  recommendations  for  screening  mammography.  An 
additional  issue  concerning  mammography  is  that  studies 
performed  are  of  high  quality  and  interpreted  consistently. 
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The  American  College  of  Radiology  conducts  a certification 
program  for  mammography  centers.  We  recommend  this  pro- 
gram which  helps  to  ensure  that  techniques  and  equipment 
meet  high  standards. 

A committee  of  our  Society  developed  guidelines  for  the  in- 
terpretation of  mammograms.  These  guidelines,  which  are 
to  be  published  in  the  Delaware  Medical  Journal,  should  help 
to  improve  the  communication  between  the  radiologist  and 
physician  ordering  the  mammogram.  In  Delaware,  Medicaid 
will  pay  for  a mammogram  if  it  is  ordered  by  a physician.  We 
encourage  our  colleagues  to  consider  the  mammography 
guidelines  published  in  the  American  College  of  Radiology 
and  we  would  be  happy  to  provide  physicians  with 
information. 

H.  Theodore  Harcke,  M.D. 

President 

DELAWARE  PATHOLOGY  SOCIETY 

This  letter  is  a reply  to  Dr.  William  H.  Duncan’s  request  to 
update  the  Medical  Society  regarding  the  specialty  of 
Pathology  in  the  State  of  Delaware.  Pathologists  in  the  State 
continue  to  maintain  a cohesive  Society,  continuing  with  our 
special  meetings  on  Fridays  to  discuss  current  issues.  These 
weekly  conferences  again  continue  to  function  at  the  Chris- 
tiana Division  of  the  Medical  Center  of  Delaware.  The  most 
pressing  issue  at  the  time  is  the  Clinical  Laboratory  Improve- 
ment Act  (CLIA),  which  at  this  particular  time  has  not  been 
finalized.  HCFA  has  received  approximately  10,000  replies 
to  their  office  regarding  the  stringent  impending  changes  in 
laws  regarding  laboratory  quality  control. 

While  most  people  feel  that  changes  are  necessary,  laws  as 
they  currently  appear  in  the  Federal  Register  seem  somewhat 
unfair  to  both  participating  physicians  and  patients.  There 
will  be  a final  grace  period  of  approximately  two  more  weeks 
before  final  laws  are  made  governing  these  CLIA  regulations. 
It  is  our  hope  there  will  be  some  modification  to  make  these 
now-pending  laws  fair  and  equitable  to  both  physicians  and 
patients. 

Other  than  that,  the  state  of  practice  of  Pathology  in  the 
State  of  Delaware  continues  to  be  practiced  in  a high  state 
of  excellence. 

Allan  W.  Levy,  D.O. 

President 

DELAWARE  UROLOGICAL  SOCIETY 

The  Delaware  Urological  Society  was  founded  on  September 
1, 1982,  by  Dr.  Alex  M.  Raney  as  requested  by  the  American 
Urological  Association,  since  Delaware  was  one  of  the  few 
states  without  such  a program. 

In  the  beginning,  the  Society  was  formed  by  only  five 
members,  but  since  then  all  Delaware  Urologists  as  well  as 
some  out  of  state  have  become  members  of  the  Society. 
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The  Delaware  Urological  Society  holds  an  annual  meeting 
with  election  of  officers  and  academic  meetings  which  are  held 
bimonthly  at  the  Medical  Center  cf  Delaware  with  an  outstanding 
speaker  and  scholar.  These  academic  meetings  have  been 
approved  for  two  credits  for  each  meeting  by  the  Accredita- 
tion Council  for  Continuing  Medical  Education  (ACCME). 

Those  who  are  interested  in  participating  can  contact  the 
Program  Director,  Dr.  Alex  M.  Raney,  at  (302)  994-2511. 

Alex  M.  Raney,  M.D. 

Executive  Director 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
DELAWARE  CHAPTER 

As  president  of  the  Delaware  Chapter  of  the  American  Col- 
lege of  Emergency  Physicians,  I am  pleased  to  be  afforded  the 
opportunity  to  report  concerns  specific  to  our  specialty  group. 

Foremost  in  our  discussions  for  the  past  couple  of  years  has 
been  the  development  of  a statewide  paramedic  system.  The 
Delaware  Chapter  of  ACEP  has  worked  closely  with  the 
legislature  as  well  as  the  governor  in  developing  a suitable 
paramedic  bill.  At  this  point  we  are  in  the  midst  of  develop- 
ing a paramedic  system  that  would  best  serve  our  com- 
munities. We  hope  to  obtain  sufficient  funding  for  both  the 
training  program  and  operations  of  this  system  and  appreciate 
your  efforts  in  this  regard. 

Another  major  issue  which  directly  impacts  the  emergen- 
cy physicians  in  Delaware  is  the  issue  of  indigent  care.  It  is 
our  policy,  and  that  of  the  national  ACEP,  to  treat  any  and 
all  patients  who  present  to  the  Emergency  Department.  We 
are  therefore  compelled  to  treat  the  insured  and  uninsured 
alike,  irrespective  of  their  presenting  complaint.  Many  unin- 
sured or  underinsured  patients  receive  emergency  services 
in  lieu  of  primary  care  when  primary  care  is  unavailable  to 
them.  Providing  subsequent  referral  to  the  uninsured  poses 
another  problem  in  that  current  provisions  for  indigent  health 
care  are  stressed  beyond  capacity.  As  a group,  the  Delaware 
Chapter  of  ACEP  endorses  the  implementation  of  health  in- 
surance for  the  indigent. 

Another  issue  that  the  emergency  physicians  of  the  state 
have  recognized  is  overcrowding.  We  are  specifically  referr- 
ing to  the  situation  that  arises  when  patients  who  are  admit- 
ted to  the  hospital  are  “boarders”  in  the  emergency  depart- 
ment due  to  the  unavailability  of  beds  (i.e.,  when  the  emergen- 
cy department  is  open  but  the  hospital  is  closed).  I have 
surveyed  the  physicians  of  our  state,  and  all  agree  that  this 
is  a problem  of  increasing  frequency  and  magnitude.  All  of 
the  emergency  departments  in  the  state  have  been  affected 
at  one  time  or  another  by  overcrowding,  sometimes  having 
five  to  ten  admitted  patients  “boarding”  in  the  emergency 
department  while  awaiting  an  open  bed.  Overcrowding 
creates  a gridlock  that  delays  expeditious  treatment  of 
emergency  department  patients.  Regardless  of  how  many 
admitted  patients  are  waiting  in  the  department,  the  flow  of 
new  patients  arriving  at  the  triage  desk  continues  unabated. 
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These  are  some  of  the  concerns  that  members  of  the 
Delaware  ACEP  have  expressed  over  the  past  year.  We  envi- 
sion a bright  future  for  emergency  medicine  in  Delaware.  A 
statewide  paramedic  system  is  something  that  will  benefit 
the  citizens  of  our  state.  We  have  struggled  to  see  this  system 
come  to  fruition  so  that  we  might  extend  the  high  quality  of 
care  provided  in  our  emergency  departments  to  the  pre- 
hospital arena. 

Robert  E.  O’Connor,  M.D. 

President 

DELAWARE  CHAPTER  - AMERICAN  COLLEGE  OF  SURGEONS 

The  activities  of  the  Delaware  Chapter  of  the  American  Col- 
lege of  Surgeons  have  centered  around  educational  programs 
and  concerns  about  current  practice  problems,  interventions, 
etc.  Six  surgeons  were  elected  to  membership  in  the  Delaware 
Chapter  in  the  past  year,  and  the  Chapter  has  reached  a total 
membership  of  136.  Several  surgical  residents  have  joined  the 
Candidate  Group  of  the  American  College  of  Surgeons  and 
will  be  active  participants  in  the  meetings  and  scientific 
presentations  of  the  Delaware  Chapter.  New  officers  were 
elected  by  the  Delaware  Chapter  on  January  23,  1990:  Dr. 
Robert  J.  Baker,  President;  Dr.  Diana  Dickson-Witmer, 
SecretaryATreasurer;  and  Dr.  Mustafa  Oz,  Governor,  American 
College  of  Surgeons. 

A major  educational  effort  was  mounted  on  September  9 and 
10,  1989,  with  a continuing  education  course  at  Rehoboth 
Beach  in  concert  with  the  Maryland  Chapter  of  the  American 
College  of  Surgeons.  This  very  successful  program  had  approx- 
imately 75  attendees  and  participants,  and  was  coordinated 
by  Dr.  Robert  Baker  and  Dr.  Diana  Dickson-Witmer.  There 
was  significant  audience  participation  for  this  unique  format, 
based  on  the  Self-Examination  and  Self-Assessment  Program 
(SESAP)  of  the  College,  and  faculty  members  discussed  both 
basic  science  and  clinical  aspects  of  surgical  practice,  with  an 
emphasis  on  problem  solving. 

The  major  concerns  of  the  Delaware  Chapter  of  the 
American  College  of  Surgeons  have  to  do  with  governmen- 
tal and  third-party  control  of  surgical  practice,  the 
deteriorating  relationship  between  governmental  regulatory 
bodies  and  organized  surgery  represented  by  several  organiza- 
tions, including  the  American  College  of  Surgeons.  There  are 
credentialing,  utilization  and  cost  concerns  with  new  pro- 
cedures and  techniques,  including  laparoscopic  cholecystec- 
tomy, angioscopy  and  the  remarkable  proliferation  of  lasers, 
including  publicity  which  prematurely,  if  not  erroneously, 
ascribes  superior  therapeutic  qualities  to  the  use  of  laser 
modalities  in  management  of  patients  with  cancer. 

One  of  the  most  serious  concerns  has  to  do  with  the  fragmen- 
tation of  surgery,  its  continuing  compartmentalization  and 
the  impact  of  other  disciplines  on  the  practice  of  surgery.  The 
latter,  “turf  battles”  in  the  common  parlance,  is  essentially 
economics-driven.  Hospitals  have  generally  tended  to  support 
those  disciplines  which  are  hospital  based  in  these  difficult 
areas,  and  have  not  provided  appropriate  support  to  practi- 
tioners of  surgery  and  surgical  specialties  who,  in  the  last 
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analysis,  represent  the  primary  line  of  consumers  about  whom 
the  hospital  should  be  significantly  concerned.  These  concerns 
deal  with  specialists  from  several  nonsurgical  disciplines, 
many  of  whom  have  learned,  often  from  surgeons,  to  perform 
invasive  procedures.  The  issues  often  bear  on  the  use  of  equip- 
ment in  procedures  which  is  hospital-owned  and  should  be 
available,  without  regard  to  discipline,  but  rather  to  the  train- 
ing of  the  physicians  involved. 

Quality  assurance  and  recredentialing  of  surgeons  has 
likewise  become  a major  issue,  and  the  advent  of  the  National 
Physician  Data  Bank  is  creating  major  problems  in  attempt- 
ing to  implement  quality  assurance  and  credentialling.  The 
extent  to  which  this  information  is  not  privileged  will  deter- 
mine to  a large  extent  the  effectiveness  of  the  entire  quality 
assurance  process. 

The  upcoming  year  will,  hopefully,  provide  more  informa- 
tion about  the  way  in  which  surgeons  will  practice  their 
discipline  in  the  future. 

Robert  J.  Baker,  M.D. 

President 

DELAWARE  SOCIETY  OF  NUCLEAR  MEDICINE 

The  Delaware  Society  of  Nuclear  Medicine  has  supported 
the  state’s  participation  in  the  regional  program  for  low  level 
radioactive  waste  disposal.  Plans  for  the  Appalachian  Com- 
pact have  progressed  and  medical,  academic,  and  industrial 
representatives  from  our  state  have  been  involved.  There  has 
been  no  change  in  the  plan  for  the  disposal  site  to  be  located 
in  Pennsylvania.  Provision  for  low  level  radioactive  waste 
disposal  is  a key  factor  in  assuring  that  radioisotopes  will  be 
available  for  medical  use. 

The  nationwide  shortage  of  qualified  nuclear  medicine 
technologists  has  been  of  concern  to  our  society.  We  have  sup- 
ported educational  programs  in  the  region,  particularly  the 
program  at  the  Delaware  Tfechnical  and  Community  College. 
The  Medical  Society  should  continue  to  support  this  and  other 
programs  which  will  assure  our  state  the  availability  of 
qualified  nuclear  medicine  technologists. 

H.  Theodore  Harcke,  M.D. 

President 

DELAWARE  SECTION, 

THE  AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS 

In  Delaware  during  the  last  year  there  have  been  two  ma- 
jor topics  of  interest  to  the  Obstetricians  and  Gynecologists. 

The  first  involves  the  new  doctor-operated  malpractice  in- 
surance company  which  is  presently  being  set  up.  The  second 
has  been  the  Delaware  task  force  on  infant  mortality  which 
has  recently  been  re-formed.  Its  purpose  is  to  reduce  the  mor- 
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tality  rate  in  infants  in  our  State.  This  is  in  the  planning 
stages,  and  no  definitive  solutions  have  been  proposed  thus  far. 

John  C.  Carlson,  D.O. 

Chairman 

REPORTS  OF  LIAISONS  AND  REPRESENTATIVES 
ADVISORY  COUNCIL  FOR  CANCER  CONTROL 

The  Advisory  Council  for  Cancer  was  established  early  in 
December  1987.  Since  then  it  has  reviewed  and  monitored  the 
cancer  control  activities  of  the  Chronic  Disease  Section  of  the 
Bureau  of  Disease  Prevention,  Delaware  Division  of  Public 
Health,  Department  of  Health  and  Social  Services.  The  Coun- 
cil’s members  represent  major  provider  and  public  groups  in- 
terested in  and  involved  in  cancer  control  activities  in 
Delaware,  including  the  Medical  Society  of  Delaware.  The 
Council  approved  the  major  report  Cancer  in  Delaware 
1980-95  published  in  December  1988  and  the  Cancer  Control 
Strategy  published  in  January  1990.  This  latter  document  ad- 
dresses the  major  cancer  control  problems  in  the  state  and 
outlines  interventions  designed  to  reduce  cancer  morbidity 
and  mortality  in  Delaware. 

The  Strategy  proposed  a quarterly  publication  to  focus  on 
specific  cancer  control  challenges  in  the  state.  The  first  issue 
concentrated  on  breast  cancer  and  demonstrated  through  the 
state’s  registry  data  base  that  older  women  as  well  as  those 
less  educated  tend  to  have  their  diagnosis  of  breast  cancer 
made  later  than  desirable  and  thus  contribute  to  a higher 
than  average  death  rate  from  breast  cancer.  The  latest  issue 
on  prostate  cancer  revealed  that  older  men  in  Delaware  are 
not  having  the  diagnosis  of  cancer  made  as  often  as  in  most 
places  in  the  United  States  and  that  their  death  rate  from  pro- 
static cancer  is  higher  than  average.  This  suggests  the  need 
for  more  aggressive  case  finding  and  management  in  those 
over  the  age  of  75. 

The  Strategy  also  outlines  the  need  for  control  of  tobacco 
use  as  a major  cancer  control  effort.  As  a result,  a coalition 
for  tobacco  control  was  organized  called  DUST  (Delawareans 
United  to  Stop  Tobacco).  It  has  urged  hospitals  in  the  state 
to  become  smoke  free.  By  mid-November  all  but  one  will  be 
smoke  free.  DUST  has  also  introduced  a number  of  legislative 
initiatives  to  prevent  teenagers  from  starting  to  smoke  and 
is  encouraging  quit  efforts  for  the  heavily  addicted.  The  Coun- 
cil and  DUST  approved  the  request  for  funding  for  a tobacco 
control  program  called  ASSIST  for  which  the  National  Cancer 
Institute  requested  applications  last  winter.  Delaware’s  ap- 
plication was  submitted  in  September. 

A bill  to  increase  the  tax  on  cigarettes  passed  last  year.  It 
should  heighten  the  barrier  to  teenaged  smoking  The  increased 
tax  should  reduce  student  smoking  by  10%  based  on  studies 
reported  elsewhere.  The  increased  revenue  will  be  used  in 
large  part  to  underwrite  the  cost  of  indigent  care. 

The  Strategy  also  proposed  that  the  state  obtain  a mobile 
mammography  unit,  which  was  approved  by  the  State 
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Legislature  earlier  this  year.  The  unit  has  been  ordered  and 
arrangements  have  been  made  to  have  the  Medical  Center 
of  Delaware  manage  its  operations.  The  mobile  unit  will  be 
in  operation  by  February  1991  and  will  make  it  possible  for 
more  eligible  Delaware  women  to  have  mammograms.  The 
death  rate  from  breast  cancer  can  be  reduced  by  over  20% 
through  early  diagnosis  through  mammography.  Physicians 
must  convince  eligible  women  to  have  the  study  since  most 
surveys  show  that  the  major  reason  women  do  not  have  the 
study  is  that  their  physician  did  not  order  it.  There  is  a con- 
cern about  the  willingness  of  physicians  in  the  state  to  follow 
up  on  the  mammography  results  for  patients,  many  of  whom 
are  indigent  and  may  not  have  a physician. 

The  Council  has  a meeting  early  in  November  which  will 
be  addressing  the  issue  of  how  to  improve  access  to  care  in 
order  to  enhance  cancer  control  efforts. 

In  the  meantime,  it  is  recommended  that  the  House  of 
Delegates  urge  Delaware  physicians  to  make  a personal  ef- 
fort to  provide  cancer  care  to  patients  unable  to  pay  since  these 
patients  come  in  with  more  advanced  disease,  which  increases 
suffering  as  well  as  the  costs  of  managing  the  care. 

Leslie  W.  Whitney,  M.D. 

Representative 

(The  report  was  adopted.) 

AMERICAN  LUNG  ASSOCIATION  OF  DELAWARE 

The  American  Lung  Association  (R)  of  Delaware  continues 
to  be  a viable  nonprofit  organization  which  serves  the  State 
of  Delaware.  The  Association  relies  heavily  upon  a volunteer 
base.  Over  475  volunteers  have  reached  Delawareans  with  im- 
portant messages  about  lung  health  during  the  1989-90  year. 
Volunteers  worked  in  various  programming  areas  such  as 
pediatric  lung  disease,  adult  lung  disease,  school  health, 
smoking,  and  environmental  health  as  well  as  special  events. 

Asthma  has  become  the  Association’s  primary  program 
focus.  Educational  programs  have  been  designed  for  children 
ages  2-16  years  old  and  their  family  members.  Last  year  over 
60  families  benefitted  from  such  programs.  Children  with 
asthma  and  their  families  learn  that  asthma  is  manageable 
and  a productive  life  is  feasible. 

Pediatric  Health  Issues  Workshops  have  been  designed  to 
reach  the  ever  growing  number  of  day-care  providers.  These 
workshops  train  personnel  to:  teach  an  aspiration  of  foreign 
bodies  curriculum,  handle  an  asthma  episode,  work  with 
families  who  have  children  on  apnea  monitors,  and  administer 
infant  CPR.  The  workshops  are  held  statewide  and  are  well 
attended. 

Adult  lung  disease  such  as  emphysema,  chronic  bronchitis, 
and  asthma  continue  to  increase.  For  many  individuals  and 
their  families,  a support  system  is  crucial.  The  Lung  Associa- 
tion fulfills  this  need  by  offering  monthly  support  groups 
statewide.  For  those  unable  to  attend  a support  group,  a bi- 
monthly newsletter  has  been  designed  to  disseminate  useful 
information. 
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Smoking  cessation  programs-both  community  and 
workplace-remain  stable.  A variety  of  approaches  ranging 
from  self-help  to  videocassette  are  used.  The  Association 
strongly  supports  anti-smoking  legislation  and  has  been  ac- 
tive in  pursuing  measures. 

Educating  Delaware’s  youth  about  the  harmful  effects  of 
cigarette  smoking  is  of  concern  to  the  Association.  Students 
Teach  Students,  a program  in  which  trained  high  school 
students  visit  elementary  school  students  to  discuss  negative 
effects  of  cigarette  smoking,  has  reached  over  15,000  elemen- 
tary students  during  the  last  three  years.  Octopuflf,  a green 
anti-smoking  Octopus,  has  become  the  spokesperson  for  this 
program. 

Environmental  issues  have  become  a priority  in  the  Lung 
Association.  Daily  air  quality  reports  and  weekly  pollen 
counts  are  given  via  newspaper  and  radio.  Clean  Air  Month 
is  used  as  a way  in  which  Delawareans  can  continue  to  learn 
about  the  environmental  problems  affecting  the  State  of 
Delaware.  A 5th  grade  environmental  activity,  written  by  the 
Lung  Association,  was  distributed  statewide  with  the  hope 
of  educating  the  young  to  take  steps  now  for  a healthy  environ- 
ment tomorrow. 

The  above  represents  some  of  the  American  Lung  Associa- 
tion of  Delaware’s  program  areas  and  accomplishments  dur- 
ing the  year.  These  accomplishments  come  from  many 
volunteer  hours  and  dedication.  I extend  my  thanks  to  in- 
dividuals of  the  medical  community  who  volunteered  their 
time  and  expertise  to  work  with  us. 

John  J.  Chabalko,  M.D. 

Liaison 

(The  report  was  filed.) 

CONTROLLED  SUBSTANCES  ACT  ADVISORY  COAAMITTEE 

Questions  regarding  the  value  of  the  Medical  Society’s 
liaison  with  the  Controlled  Substances  Act  Advisory  Commit- 
tee have  been  heard.  A committee  that  gives  information  on 
the  population’s  misuse  of  controlled  substances,  that 
recognizes  the  dangers  to  the  health  care  professional  of  in- 
discreet use  of  these  substances  and  the  need  to  salvage  these 
professionals,  and  that  attempts  to  educate  all  professionals 
in  the  many  facets  of  controlled  substances  needs  our  constant 
contact  to  protect  our  professionals  and  our  profession.  The 
committee  also  develops  controlling  regulations  while  giving 
all  the  right  to  a hearing,  without  impeding  any  concerned 
group,  and  maintains  a buffer  zone  between  our  professionals 
and  the  more  aggressive  Federal  control  agencies. 

Reporting  almost  redundantly,  alcohol  is  by  far  the  leading 
misused  controlled  substance  - worse,  it  doesn’t  even  require 
a prescription.  Cocaine  and  crack  come  in  second.  LSD  is 
returning  to  the  scene.  Heroin,  marijuana,  and  metham- 
phetamines  are  always  on  the  active  lists  of  usage.  Another 
problem  is  the  use  of  anabolic  “body  builders.” 
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The  committee,  through  its  executive  secretary,  continues 
to  oppose  the  Federal  government’s  introduction  of  demand 
use  of  multiple  copy  prescriptions. 

Concern  regarding  out-of-state  mail-order  prescriptions 
revolves  around  the  fact  that  we  have  no  control  of  the  com- 
panies involved.  Regulations  to  control  these  companies  are 
being  studied. 

Call-in  forgeries  have  been  reduced,  with  very  few  being 
reported.  Weekends  and  physicians’  days  off  are  still  the  time 
chosen  to  test  telephoned  prescription  forgeries.  The  written 
forgeries  still  exist  - writing  in  your  D.E.  A.  number  on  each 
prescription  and  controlling  your  prescription  blanks  are 
helpful  in  forgery  control. 

New  antics  on  the  street  scene  are  the  use  of  penicillin,  sup- 
pressants and  neosporin  as  abusive  drugs.  Bottles  of  blood  are 
being  found  on  the  street;  they  are  being  ritualistically 
shared.  Blood  is  first  a drink  and  then  it  is  poured  on  the 
members  as  a bonding  ceremony. 

Governor  Castle  signed  into  law  a bill  classifying  Doriden 
(Glutethimide)  as  a Schedule  II  non-narcotic  controlled 
substance  under  Title  16. 

Mr.  Martin  Golden  reported  on  the  faxing  of  prescriptions. 
The  Board  of  Pharmacy,  in  contradistinction  to  attitudes  of 
the  D.E.  A.,  ruled  that  faxing  of  prescriptions  is  valid  if  the 
pharmacist  assumes  the  responsibility.  The  D.E. A.  feels 
faxing  of  controlled  substance  prescriptions  should  not  be 
allowed.  (Note:  There  are  no  state  or  Federal  regulations  on 
this  as  of  this  date.) 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  referred  to  the  Board  of  Trustees  with  the  re- 
quest that  laws  governing  out-of-state  pharmacies  that  pro- 
vide drugs  by  mail  to  Delaware  be  investigated.) 

COORDINATING  COUNCIL  FOR  THE  HANDICAPPED  CHILD  OF 
DELAWARE,  INC. 

The  following  summarizes  the  activities  over  the  past  year 
of  the  Coordinating  Council  for  the  Handicapped  Child  of 
Delaware,  Inc. 

1)  We  have  continued  to  work  on  providing  “transitional 
health  clinics”  for  young  adults  with  various  chronic  diseases, 
and  these  now  are  in  place  for  people  with  spina  bifida  and 
with  muscular  dystrophy. 

2)  We  have  been  designated  by  the  state  legislature  as  one 
of  several  agencies  to  develop  a computerized  data  informa- 
tion and  tracking  system  for  infants  and  children  with  known 
handicapping  conditions  or  at  risk  for  such  conditions.  We  are 
looking  for  funding  to  implement  the  start-up  of  this  track- 
ing system. 

3)  We  have  arranged  speakers  for  several  of  the  pediatric 
conferences  at  Christiana  Hospital. 
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4)  The  Coordinating  Council  sponsored  a conference  on 
February  8,  1990,  on  “Recreation  Activities  for  People  with 
Disabilities.” 

5)  We  helped  plan/organize  the  conference  in  May  on 
“Changing  Roles  and  Raising  Expectations  for  People  with 
Developmental  Disabilities”  to  help  them  be  fully  included 
in  the  community. 

6) We  continue  to  co-sponsor  a student  internship  program 
for  high  school  students  to  learn  about  career  opportunities 
in  health  care. 

7)  We  initiated  a coalition  of  parent  support  groups  and  con- 
sumers to  work  together  for  legislation  to  support  the  rights 
of  people  with  disabilities. 

Douglas  M.  Spencer,  M.D. 

Coordinating  Council  for  the 
Handicapped  Child  of  Delaware,Inc. 

(The  report  was  filed.) 

DELAWAREANS  UNITED  TO  STOP  TOBACCO  (DUST) 

Delawareans  United  to  Stop  Tobacco  (DUST)  had  its  first 
meeting  in  October  1989.  It  was  formed  at  the  initiative  of 
the  Division  of  Public’s  Health  Section  of  Chronic  Diseases 
to  reduce  the  adverse  impact  of  tobacco  on  health  in  Delaware. 
Coalition  development  was  stimulated  by  the  challenge  from 
the  National  Cancer  Institute  to  invite  public  health  agen- 
cies to  apply  for  funding  to  develop  coalitions  to  reduce  smok- 
ing rates  in  all  population  groups  including  the  addicted 
heavy  smokers.  There  are  22  listed  members  of  the  coalition 
including  the  Medical  Society  of  Delaware  and  approximately 
120  corresponding  members.  Most  of  the  members  represent 
organizations  and  agencies.  A few  individual  public  members 
are  also  included. 

The  state’s  publication  of  “Smoking  in  Delaware”  in  July 
of  1988,  the  state’s  “Cancer  Report”  of  December  1988,  and 
the  “Vital  Statistics”  publication  in  the  spring  of  1989  plus 
the  survey  of  health  attitudes  and  practices  of  a cross  section 
of  students  in  the  7th,  9th  and  12th  grades  provided  a data 
base  for  developing  tobacco  control  plans.  Several  coalition 
members  had  already  been  active  in  tobacco  control  activities. 
These  included  representatives  from  the  Delaware  Division 
of  the  American  Cancer  Society,  the  American  Lung  Associa- 
tion of  Delaware,  and  the  Delaware  Heart  Association  who 
have  worked  together  over  the  last  several  years  to  stimulate 
tobacco  control  legislation  and  to  initiate  the  smoke-free  class 
for  the  year  2000  in  the  public  schools  as  well  as  sponsor  a 
number  of  smoke  cessation  programs.  DOC  (Doctors  Ought 
to  Care)  has  also  been  active  for  about  four  years  with  a 
number  of  6th  grade  classes  to  help  them  understand  the 
distortions  in  tobacco  advertising  in  order  to  promote  anti- 
tobacco attitudes. 

In  the  year  since  the  formation  of  the  coalition  there  has 
been  significant  progress  with  one  of  the  initial  targets,  smok- 
ing in  hospitals.  All  but  one  of  the  hospitals  have  publicly  in- 
itiated programs  to  make  the  hospitals  smoke  free.  The 
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Delaware  Hospital  Association  established  a date  for  action 
by  all  the  hospitals  to  be  completed  by  the  American  Cancer 
Society  (ACS)  Great  American  Smokeout  Day  in  November 
1990. 

The  next  target,  smoke-free  public  schools,  is  awaiting 
legislation  to  help  the  expected  resistance  from  some  of  the 
teachers.  The  Board  of  Education  and  the  chief  school  officers 
prefer  the  legislative  approach.  Legislation  to  curtail  the  use 
of  tobacco  by  students  was  crafted  and  introduced  in  the  last 
General  Assembly,  largely  secondary  to  the  actions  of 
members  of  the  DUST  Coalition.  The  proposals  included  pro- 
hibiting the  distribution  of  free  cigarettes,  placing  cigarette 
vending  machines  out  of  the  reach  of  under-aged  children,  in- 
creasing the  age  at  which  it  would  be  legal  to  buy  and  sell 
cigarettes  from  17  to  19,  and  attaching  penalties  for  those  who 
ignored  the  law,  requiring  schools  to  be  smoke  free  (including 
faculty  rooms),  and  increasing  the  cigarette  tax  to  reduce  use. 
Only  the  latter  passed,  in  large  part  because  a cigarette  tax 
was  desired  by  the  Governor  to  help  finance  an  indigent 
health  care  program.  There  appeared  to  be  good  support  for 
the  other  bills,  but  there  was  no  time  in  a crowded  legislative 
calendar  to  discuss  and  promote  the  proposed  legislation  as 
well  as  other  bills  that  were  introduced  to  control  smoking 
in  public  places  including  restaurants  and  food  markets. 

The  10-12  tobacco-related  legislative  initiatives  submitted 
last  year  will  be  reintroduced  in  January  1991  after  a sub- 
committee of  DUST  reviews  their  pertinence  and  language. 
The  Medical  Society  can  expect  calls  for  help  from  DUST  in 
its  legislative  efforts. 

At  dust’s  most  recent  meeting  on  October  9, 1990,  Peter 
Andersen  of  Delaware’s  Division  of  Public  Health  reviewed 
the  status  of  ASSIST,  a recently  completed  application  to  the 
National  Cancer  Institute  for  funds  for  a statewide  tobacco 
control  program  based  on  a representative  coalition  of  sup- 
porting agencies  and  individuals  such  as  DUST.  There  was 
also  a report  on  planning  for  a major  statewide  conference  on 
tobacco  to  be  held  on  March  19,  1991,  and  a review  of  the 
status  of  school-based  education  programs  in  Delaware  to  help 
students  avoid  becoming  addicted  to  tobacco.  These  include 
the  Department  of  Instruction’s  curriculum  for  each  grade 
level,  the  year  2000  program  of  Delaware’s  heart,  cancer  and 
lung  agencies,  DOC’s  targeted  6th  graders  in  20  schools,  and 
the  many  individual  programs  of  heart,  cancer,  and  lung  as 
well  as  other  groups  supporting  tobacco  education  in  the 
schools.  It  was  agreed  that  better  coordination  of  educational 
efforts  would  be  desirable  so  that  the  various  programs  could 
support  and  reinforce  each  others’  messages. 

Almost  20  years  ago  the  Medical  Society  first  urged  the 
University  of  Delaware  to  provide  health  education  concepts 
and  content  though  the  School  of  Education  for  Elementary 
School  Teachers.  In  spite  of  several  subsequent  efforts  by  the 
Society,  the  University  continues  to  ignore  the  importance  of 
teaching  future  teachers  how  to  teach  health.  It  is  recom- 
mended that  the  Society  reinforce  its  previous  resolutions  on 
the  subject  to  the  University  of  Delaware.  Delaware  State  Col- 
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lege  is  doing  a much  better  job  in  this  field  than  is  the 
University. 

Robert  W.  Frelick,  M.D. 

Representative 

(The  report  was  filed.) 

DELAWARE  CENTER  FOR  WELLNESS 

The  Delaware  Center  for  Wellness  (DCW)  has  slowly  but 
definitely  continued  to  expand  “Wellness”  in  the  workplace. 
Recent  new  members  include  CoreStates  Bank  and  Hiinont. 
Such  activity  allows  the  Center  to  improve  its  resources  for 
future  interventions  for  the  rest  of  the  community  including 
schools  and  senior  citizens.  The  Board  of  the  Delaware  Center 
for  Wellness,  on  which  I sit  representing  the  Medical  Socie- 
ty, is  continuing  to  evolve.  Six  new  active  members  have  been 
added  and  an  advisory  board  has  been  established.  United 
Way  is  assisting  with  Board  development. 

It  is  a challenge  to  provide  a fiscal  basis  for  program  develop- 
ment by  recruiting  new  members  with  their  dues,  seeking 
foundation  funding,  and  additional  state  support.  The  current 
state  support  is  less  than  that  provided  several  years  ago  when 
Federal  funds  were  provided  to  stimulate  work-site  wellness 
programs,  although,  at  the  Governor’s  request,  the  goals  for 
the  DCW  now  extend  to  the  entire  community,  as  suggested 
in  the  report  of  the  Delaware  Health  Care  Cost  Commission 
about  three  years  ago.  Next  year  DCW  will  be  eligible  to  apply 
for  a state  grant-in-aid. 

There  are  many  individuals,  industries  and  other  groups, 
especially  providers,  interested  in  promoting  health.  There 
is  a concern  that  some  providers  with  questionable  creden- 
tials may  seek  membership  as  a way  to  establish  their 
credibility.  Therefore,  DCW  has  established  a screening  pro- 
cess for  provider  applicants.  Wellness  is  becoming  an  accep- 
table term  for  activities  focused  on  disease  prevention  and  the 
positive  definition  of  health  popularized  by  the  WHO 
(However  I admit  I still  have  trouble  with  the  term). 

DCW  is  currently  collaborating  with  the  Division  of  Aging 
to  obtain  a grant  from  a local  foundation  for  developing  a 
health  promotion  resource  directory  for  ages  18  and  up,  which 
should  be  helpful  for  groups  such  as  Senior  Centers,  members 
of  DCW,  and  providers  such  as  physicians.  The  estimated  cost 
of  the  project  is  $25,000. 

Physicians  need  to  be  and  remain  identified  with  wellness 
activities  including  the  (Governor’s  Council  on  Life  Styles  and 
Fitness,  which  was  stimulated  in  large  part  by  the  Medical 
Society  of  Delaware.  Unfortunately,  when  the  Council  was 
formed  last  year,  the  DCW,  in  spite  of  also  being  initiated  by 
the  Governor,  was  not  officially  involved  in  the  Council’s  staff- 
ing, but  has  become  an  active  participant.  I would  like  to  see 
DCW  take  a more  active  staff  or  resource  role  to  the  Council 
since  the  Council  could  use  DCW’s  major  resource,  its  Direc- 
tor, Carol  Soha,  a well  qualified  Ph.D.  Health  Educator,  with 
a background  as  a nurse.  She  has  excellent  experience  and 
a track  record  in  Wellness.  She  needs  and  deserves  the  sup- 
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port  of  professional  medicine  since  it  is  important  to  assure 
that  preventive  health  measures  are  promoted  in  an  expert 
and  professional  manner  with  an  understanding  of  the  scien- 
tific basis  for  “Wellness.” 

The  Division  of  Public  Health  has  recently  added  a new  ex- 
pert, Timothy  Van  Wave,  Ph.D.,  to  coordinate  the  state’s 
preventive  health  programs.  With  his  cooperation,  the  DCW, 
with  its  contacts  with  business  and  health  care  providers  in 
the  state,  has  the  potential  to  expand  its  effective  performanca 
As  its  influence  expands,  the  State’s  physicians  should  keep 
involved  in  its  program  development  and  remain  aware  of  its 
potential  to  reduce  disease  burdens  through  prevention. 
Almost  everyone  pays  lip  service  to  that  concept  but,  as  physi- 
cians are  all  too  aware,  no  one  wants  to  pay  for  preventive  ser- 
vices although  there  is  increasing  evidence  from  industry  that 
the  “bottom  line”  is  improved  by  an  active  health  prevention 
program.  Du  Pont  is  one  of  the  leaders  in  this  field  (see  the 
article  by  Dr.  Bertera  in  the  U.S.Journal  of  Public  Health  for 
August  1990). 

Promotion  of  Wellness  has  the  potential  to  reduce  escalating 
health  care  costs.  Our  active  participation  as  physicians  can 
not  only  help  many  potential  patients  but  also  reduce  some 
of  the  need  for  the  ultra  expensive  tertiary  care  required  by 


so  many  Delawareans  and  improve  Medicine’s  public  image 
at  the  same  time. 

Robert  W.  Frelick,  M.D. 

Representative 

(The  report  was  filed.) 

DELAWARE  INSTITUTE  OF  MEDICAL  EDUCATION  & RESEARCH 
(DIMER) 

Fiscal  1989  has  been  a year  of  change  and  accomplishment 
for  the  DIMER  program.  The  relationship  among  the  three 
institutions  constituting  the  alternative  health  care  institu- 
tion in  the  State  of  Delaware  has  continued  to  prosper  and 
improve.  During  the  past  year,  the  Board  received  input  from 
the  nursing  profession  and  seriously  considered  whether  it 
should  attempt  to  be  the  umbrella  organization  for  providing 
Delaware  with  a progressive  environment  for  the  nursing 
profession. 

The  BoEU’d  has  been  reconstituted  as  follows:  Leslie  Whitney, 
M.D.  - Appointee  of  the  Medical  Center  of  Delaware  and  new 
President  of  the  Board;  Charles  E.  Broil  - Appointee  of  the 
Medical  Center  of  Delaware;  Michael  J.  Axe,  M.D.  - Appointee 
of  the  Governor;  Catherine  Flickinger  - appointee  of  the 
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University  of  Delaware;  Richard  B.  Murray,  Ph.D.  - Appointee 
of  the  University  of  Delaware;  Robert  Richards,  Jr.  - Appointee 
of  the  Medical  Center  of  Delaware;  Sherman  Townsend  - 
Appointee  of  the  University  of  Delaware;  Harry  Freedman, 
M.D.  - Appointee  of  the  Governor;  John  Forest,  M.D.  - 
Appointee  of  the  Governor. 

The  following  disbursement  of  funds  was  agreed  upon  for 


fiscal  year  1990: 

Academy  of  Medicine  $ 1,000 

Scholarship  Funds  182,000 

DIMER  Summer  Research  Program  28,500 

University  of  Delaware  95,000 

Medical  Center  of  Delaware  300,000 

Jefferson  Medical  College  1,100,000 

TOTAL  1,706,500 


Scholarship  funds  were  reduced  to  $182,000.  The  Delaware 
Academy  of  Medicine’s  Scholarship  Committee  awarded 
$172,000  this  fiscal  year.  The  requirements  of  the  students 
at  Jefferson  were  less  than  last  year.  The  allocation  to  Jeffer- 
son Medical  College  was  decreased  to  $1,100,000.  The  Medical 
Center  of  Delaware  was  increased  to  $300,000  and  the  Univer- 
sity of  Delaware  increased  to  $95,000.  The  Medical  Center 
of  Delaware  has  an  education  budget  of  $10  million  a year. 
Federal  funding  for  graduate  medical  education  has  declined 
the  past  several  fiscal  years,  and  proposals  in  Congress  this 
year  would  cut  this  reimbursement  even  more.  The  DIMER 
Board  felt  strongly  that  continued  growth  of  the  Medical 
Center  of  Delaware  as  the  State’s  major  hospital  resource  is 
vital. 

At  its  June  29  and  August  24,  1989,  meetings,  the  subject 
of  DIMER  expanding  its  efforts  to  deal  with  the  shortages  of 
allied  health  professionals  and  nurses  was  discussed.  The 
Board  invited  Edith  Anderson,  Dean  of  the  University  of 
Delaware’s  College  of  Nursing,  Pamela  Watson,  Chairman, 
Department  of  Nursing,  Thomas  Jefferson  University,  and 
Maureen  Byrnes,  Vice  President  for  Nursing  of  the  Medical 
Center  of  Delaware,  to  make  presentations.  Linda  Waters  at- 
tended for  Dean  Anderson  and  made  an  interesting  presen- 
tation followed  by  a question  and  answer  session.  Dr.  Watson 
and  Ms.  Byrnes  were  unable  to  attend  because  of  other 
commitments. 

DIMER  is  indirectly  involved  with  Delaware  Technical  and 
Community  College  (DTCC).  DTCC  and  the  Medical  Center 
of  Delaware  have  programs  in  Physical  Therapy  Assistants, 
Radiology  Technician,  Nuclear  Medicine,  Respiratory 
Therapy,  and  are  in  the  process  of  developing  programs  for 
sonography  and  histology  technicians.  All  of  these  are  in 
serious  shortage  areas. 

The  nursing  issue  is  more  complex.  The  Board  felt  that  it 
would  be  inappropriate  for  the  present  membership  to  deal 
with  professional  nursing  without  changing  the  composition 
of  the  Board.  Furthermore,  there  is  the  danger  of  diluting  our 
efforts  and  interfering  with  a program  that  has  been  suc- 
cessful since  its  inception.  If  the  DIMER  program  were  to 
become  directly  involved  with  the  nursing  profession  and  its 
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present  problems,  it  would  need  a significant  increase  in  its 
budget. 

In  summary,  fiscal  year  1989  was  a successful  one  for  the 
DIMER  program.  It  continued  to  educate  undergraduate 
medical  students,  graduate  resident  physicians  and  practic- 
ing physicians  in  the  State  of  Delaware.  Significant  new  ap- 
pointments for  senior  members  of  the  Medical  Center  of 
Delaware  were  made  in  this  past  year.  Funds  were  made 
available  from  the  Dean’s  office  for  funding  fellowship  pro- 
grams at  the  Medical  Center  of  Delaware. 

The  DIMER  Board  thanks  the  Delaware  State  Legislature 
and  the  Governor’s  office  for  their  continued  support  of  a worth 
while,  cost  effective  medical  and  allied  health  education  pro- 
gram for  the  State. 

Leslie  Whitney,  M.D. 

President,  DIMER 

(The  report  was  filed.  The  Reference  Committee  expressed  its 
concern  that  the  DIMER  Board’s  role  has  been  materially 
usurped  by  the  State  Legislature  and  its  hope  that  DIMER 
funds  will  be  allocated  in  such  a manner  that  they  reflect  the 
current  medical  care  needs  for  the  State  of  Delaware.) 

DELAWARE  POLITICAL  ACTION  COfMMITTEE 

Your  political  action  committee,  DELPAC,  concluded 
another  successful  year,  achieving  educational,  political  and 
membership  goals  on  the  national  scene  in  conjunction  with 
AMPAC.  Congressional  staffs  of  Senator  Roth  and  Con- 
gressman Carper  were  advised  of  organized  medicine’s  sup- 
port of  the  AMA-sponsored  Medicare  Reform  Bill  (HR 
4475-S2591),  the  so-called  “anti-hassle”  legislation.  This  bill 
addresses  the  profession’s  major  concerns  with  excessive 
paperwork  and  regulations.  Congressman  Carper  also  agreed 
to  co-sponsor  HR  3980,  following  a meeting  in  his  Weishington 
office  with  Mrs.  Jackie  Alvarez  and  other  members  of  the 
Auxiliary. 

We  anticipate  further  educational  and  lobbying  efforts  on 
behalf  of  our  senior  citizen  patients  secondary  to  the  severe 
monetary  Medicare  deductions,  increases  voted  by  Congress 
in  the  recent  budget  as  well  as  the  under-budgeting  of  some 
$60  billion  which  will  most  assuredly  curtail  the  delivery  of 
services. 

Our  membership  has  increased,  and  we  are  now  within  7 per- 
cent of  our  AMPAC  suggested  membership  goal.  We  should  be 
over  the  goal  by  our  annual  meeting  DELPAC  was  the  recipient 
of  AMPAC’s  Third  Place  Award  in  the  largest  member- 
ship increase  AMPAC  Board  chairman  Dr.  Roland  Smoot  of 
Maryland  personally  presented  the  award. 

We  continue  to  be  active  on  the  state  scene.  The  DELPAC 
Board  has  been  extremely  diligent  in  attending  social- 
political  functions  for  various  legislators  throughout  the  year. 
These  provide  an  excellent  opportunity  for  discussion  of  the 
problems  of  organized  medicine  and  difficulties  in  providing 
health  care  at  a reasonable  cost.  It  is  extremely  important  that 
members  of  the  Society  and  the  Auxiliary  understand  that 
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the  medical  future  of  their  patients  continues  to  be  determined 
in  a large  part  by  Congress,  state  legislators,  and  govern- 
mental regulatory  and  administrative  agencies  and  not  by 
concerned  members  of  the  profession  itself.  Since  medical 
legislation  is  of  such  vital  concern  to  all  of  us,  both  as  physi- 
cians and  citizen  taxpayers,  it  is  doubly  important  that  we 
become  involved  in  its  formulation.  Unfortunately,  politics 
and  legislation  have  become  so  tightly  wound  together  that 
success  in  one,  particularly  legislation,  does  not  come  without 
involvement  in  the  other.  As  members  of  the  medical  com- 
munity, we  carry  the  twin  responsibilities  of  voting  citizens 
and  knowledgeable  resource  experts  on  health  care  issues. 
Because  of  this,  we  must  develop  skills  and  avenues  of  com- 
munication that  enable  us  to  reach  our  elected  officials, 
preferably  on  a personal,  face-to-face,  basis.  In  his  President’s 
Page  in  the  April  Delaware  Medical  Journal,  Dr.  William  H. 
Duncan  called  upon  the  membership  for  “deeper  involvement 
in  our  historically  democratic  process  ...  to  assist  those  who 
are  our  ‘field  troops’  to  do  their  jobs  even  better.” 

The  chair  wishes  to  express  appreciation  for  the  untiring 
efforts  of  the  members  of  the  Board  in  assuring  the  continu- 
ing success  of  DELPAC. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 

DIVISION  OF  ALCOHOL,  DRUG  ABUSE  AND  MENTAL  HEALTH 
PLANNING  COUNCIL 

Two  meetings  of  the  Division  of  Alcohol,  Drug  Abuse  and 
Mental  Health  Planning  Council  were  held  during  1990.  The 
state  plan  for  alcohol  and  drug  abuse  prevention,  treatment 
and  rehabilitation  services  for  adults  was  reviewed  and 
modified.  The  state  plan  for  the  Delaware  State  Hospital  was 
reviewed.  The  state  plan  for  crisis  intervention  and  stabiliza- 
tion services  was  reviewed  and  approved  by  the  Planning 
Council.  Final  approval  for  the  plan  was  scheduled  for 
September  20,  1990,  but  that  meeting  was  canceled  and  no 
future  date  for  the  meeting  has  been  announced. 

Garrett  H.  C.  Colmorgen,  M.D. 

Representative 

(The  report  was  filed.) 

FAMILY  LAW  COMMISSION 

How  has  the  Family  Court  impacted  on  your  patients  and 
perhaps  your  friends?  Some  of  our  patients  feel  the  kindest 
answer  is  “Unfavorably.”  This  reaction  has  so  impressed  the 
General  Assembly  of  our  State  that  a Commission  was  formed 
to  observe  and  report  ways  and  means  to  improve  the  manage- 
ment of  problems  involving  the  family,  particularly  those  of 
children.  The  preventive  medicine  implied  in  the  Commis- 
sion’s charge  of  responsibility  alerts  our  physicians  to  par- 
ticipate and  be  involved. 

This  year  the  Commission  had  open  hearings  to  hear 
citizens’  complaints  in  each  of  the  three  counties.  From  these 
hearings  new  targets  for  change  became  obvious: 
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1)  Needed  changes  in  the  Family  Court  System,  which  will 
be  accomplished  as  a result  of  the  General  Assembly’s 
passage  of  House  Bills  301  and  302  (HB  302  was  rework- 
ed and  passed  as  HB  744).  The  Commission  supported 
this  legislation. 

2)  In-depth  studies  of  open  adoption  law,  domestic  violence, 
child  abuse,  support  of  college  education  expenses  in 
broken  families,  and  the  rights  of  step-parents  are  on 
going  considerations  at  present. 

The  Family  Law  Commission  is  taking  under  advisement 
the  seating  of  a Master  from  Family  Court  and  the  possibili- 
ty of  adding  a Judge  from  Family  Court  at  its  meetings  in  ad- 
dition to  the  permanent  Family  Court  Judge. 

This  Commission  is  of  vital  interest  to  our  Medical  Socie- 
ty because  of  its  emphasis  on  good  health  and  the  prevention 
of  disease.  Prevention  of  disturbance  of  the  family  is  the  Fami- 
ly Law  Commission’s  endeavor.  An  undisturbed  family  is  a 
healthier  family. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed.) 

GOVERNOR'S  COUNCIL  ON  LIFESTYLE  AND  FITNESS 

On  February  15, 1990,  Governor  Michael  N.  Castle  signed 
an  executive  order  establishing  the  Governor’s  Council  on 
Lifestyle  and  Fitness.  The  Council  is  composed  of 
Delawareans  from  each  County  representing  various  com- 
munity, civic  and  athletic  organizations,  health  professions, 
schools,  businesses  and  other  concerned  individuals  as  ap- 
pointed by  the  Governor.  Of  the  130  individuals  comprising 
the  Council,  17  are  physicians.  Representing  the  Medical 
Society  of  Delaware  on  the  Council  are  William  H.  Duncan, 
M.D.,  and  Mark  A.  Meister,  Executive  Director. 

'The  Council  meets  quarterly,  with  three  meetings  of  the 
Council  having  been  held  since  its  formation.  The  activities 
of  the  Council  are  carried  out  by  five  committees,  including: 
Education,  Recognition,  High  Risk/Hard  to  Reach  Fbpulation, 
Communications/Public  Relations/Constituency  Building, 
and  Special  Events. 

The  Council  is  charged  with  the  following:  1)  promoting 
good  health  and  healthy  lifestyles  among  all  Delawareans; 
2)  to  propose  ways  in  which  to  assist  Delawareans  in  making 
responsible  decisions  about  their  health  and  fitness  while  pro- 
moting public  policy  to  support  such  decisions;  3)  publicizing 
progress  being  made  in  improving  the  health  and  fitness  of 
Delawareans  and  advising  the  Governor  as  to  areas  in  which 
the  State  can  provide  leadership;  4)  providing  greater  visibili- 
ty for  health  promotional  and  educational  activities;  and 
creating  a constituency  for  such  activities;  5)  coordinating  ef- 
forts with  those  of  other  public  and  private  interests  involved 
in  health  promotion  in  capitalizing  on  that  partnership;  and 
6)  addressing  specific  risk  factors,  which,  when  altered 
through  targeted  health  promotion  and  wellness  education 
programs,  will  result  in  improved  health  status  in  lifestyle 
behaviors. 
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On  November  3rd,  the  Council  co-sponsored  the  Greenway 
Race  Day  and  Health  Fair  with  the  Rock  Manor  Park  Preser- 
vation Council. 

The  Council  plans  to  sponsor  similar  special  events 
throughout  the  year  in  Delaware  in  addition  to  annually 
awarding  the  “Governor’s  Cup”  to  selected  primary  and  secon- 
dary schools  that  show  the  most  creativity  and  innovation  in 
establishing  fitness  programs  for  students.  The  group  may  get 
involved  in  lobbying  for  seatbelt  legislation  and  other  such 
health  and  lifestyle-related  bills.  It  is  hoped  through  these 
activities  that  the  level  of  awareness  of  good  health  habits  and 
healthy  lifestyle  will  be  raised  on  the  part  of  all  citizens  of 
our  State. 


(The  report  was  filed.) 


Mark  A.  Meister 
Representative 


Nanticoke  Memorial  Hospital  - Establish  MRI 
Services 

Kent  General  Hospital  - Construction  of  Outpatient 
Diagnostic  Center 

Beebe  Medical  Center  - Establish  MRI  Services 
Dover  Nursing  Center,  Inc.  - Acquisition  of  Crescent 
Farm  Nursing  and  Convalescent  Center 
Franciscan  Eldercare  Corporation  - Conversion  of  a 
Convalescent  Unit  to  28  Nursing  Home  Beds 
Forum  Retirement  Partners,  L.P.  - Conversion  of  11 
Residential  Beds  to  Nursing  Home  Beds 
Brandywine  Convalescent  Center,  Inc.  - Addition  of  64 
Nursing  Home  Beds 

Kent  Associates,  LTD  - Acquisition  of  Kent  Convales- 
cent Center 

Riverside  Hospital  - Establish  MRI  Services 
Kent  General  Hospital/SCA-Dover,  Inc.  - Joint 
Development  of  a Freestanding  Ambulatory  Surgery 
Center 


HEALTH  RESOURCES  MANAGEMENT  COUNCIL 

This  report  covers  the  year  October  1989  through  September 
1990. 

In  December  1989  the  Council  issued  a progress  report  con- 
cerning the  implementation  of  the  recommendations  made 
in  the  November  1987  report  of  the  Governor’s  Commission 
on  Health  Care  Cost  Management.  Of  particular  note  were 
the  further  strides  being  made  in  health  promotion  and 
wellness  education,  and  expanded  coverage  under  the 
Medicaid  program. 

In  the  Spring  of  1990  the  Council  joined  with  the  Univer- 
sity of  Delaware  and  the  Delaware  Humanities  Forum  in  spon- 
soring “Crisis  in  Health  Care:  Ethical  and  Public  Policy 
Issues.”  Ten  widely  acclaimed  lecturers  participated  in  this 
lecture  series  dealing  with  such  issues  as  cost,  access,  quali- 
ty, bioethics,  etc. 

The  Council  and  the  Delaware  Institute  of  Medical  Educa- 
tion and  Research  (DIMER)  have  formed  a joint  committee 
to  develop  a budget  proposal  for  FY-1992  which  would  allow 
DIMER  to  broaden  its  scope  of  activities  so  as  to  become  more 
involved  in  nursing  and  the  allied  health  professions. 


Finally,  the  Council  has  begun  to  consider  a new  format  for 
the  State  Health  Plan  and  expects  to  have  a draft  available 
for  public  comment  within  the  very  near  future. 

William  H.  Duncan,  M.D. 

Chairman 

(The  report  was  filed.) 

INFECTIOUS  WASTE  ADVISORY  COAAMITTEE 

Rhoslyn  Bishoff,  Bob  Knowles,  and  I met  with  Mark 
Meister  and  a majority  of  the  Infectious  Waste  Advisory  Group 
on  October  3rd  to  get  clarification  of  the  existing  regulations 
from  David  Fees  and  N.  C.  Vasuki  of  the  Delaware  Solid  Waste 
Authority  and  Rick  Folnsbee  of  the  Department  of  Natural 
Resources  and  Environment. 

The  bottom  line  is  that  DNREC  will  exempt  from  submis- 
sion of  “manifest”  tracking  documents  “small  quantity 
generators,”  defined  as  a group  of  three  or  fewer  professionals 
who  together  produce  less  than  50  pounds  per  month  of  in- 
fectious waste,  on  application  by  the  professional  at  this  time. 
To  keep  the  exemption,  the  doctor  must  submit  a letter  to 
DNREC  annually  certifying  that  all  infectious  waste  has  been 
properly  disposed. 


The  Council  conveyed  to  Legislators  its  support  of  the  recom- 
mendations of  the  Indigent  Health  Care  Thsk  Force.  Legisla- 
tion was  subsequently  passed  to  establish  and  provide  fund- 
ing for  a Health  Care  Commission  which  will  oversee  the 
implementation  of  those  recommendations. 

In  accordance  with  the  recommendations  from  the  Coun- 
cil, Certificates  of  Need  were  granted  for  the  following  projects: 

- Beebe  Medical  Center  - Replacement  of  CT  Scanner 

- Delaware  Psychiatric  Company,  Inc.  - Acquisition  of 
Rockford  Center 

- St.  Francis  Hospital  - Construction  of  Medical  Ser- 
vices Building  and  Hospital  Renovations 

- Genesis  Properties  of  Delaware,  LTD  - Acquisition  of 
Several  Nursing  Homes 


The  doctor  may  then  contract  with  a permit-holder  to  pick 
up  his  infectious  waste  at  appropriate  intervals.  The  hauler 
will  prepare  a “manifest”  sheet  and  submit  a copy  to  DNREC. 
Hospitals  are  unlikely  to  contract  to  provide  this  service 
because  of  liability  considerations. 

These  regulations  have  been  in  effect  since  early  in  1990. 
The  Medical  Society  will  again  remind  its  membership  of  the 
necessity  to  comply.  Those  members  who  do  not  use  “sharps” 
under  any  circumstance  will  be  asked  to  provide  DNREC  with 
a statement  to  that  effect. 

No  other  actions  appears  to  be  indicated  now. 

William  L.  Sprout,  M.D. 
(The  report  was  filed.)  Representative 
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JOINT  COMMITTEE  OF  PHYSICIANS  & ATTORNEYS 

During  the  past  year,  this  committee  has  met  on  a number 
of  occasions.  Discussions  centered  around: 

A)  Rights  of  the  terminally  ill-  after  much  discussion,  we 
were  finally  able  to  invite  Mr.  John  McCabe,  Executive  Direc- 
tor of  the  Chicago-based  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws,  who  made  a presentation  at 
a dinner  meeting  at  the  Academy  of  Medicine  on  April  11, 
1990,  on  the  Uniform  Rights  of  the  Terminally  111  Act. 
Members  of  the  Medical  Society,  the  Bar  Association,  the 
Court  and  the  General  Assembly  were  invited  to  this  meeting. 

B)  The  interprofessional  code  for  physicians  and  attorneys 
has  been  extensively  revised.  Final  touches  needed  to  be 
added  to  the  document  and  it  is  hoped  that  these  will  be  ac- 
complished shortly  and  forwarded  to  the  Board  of  Trustees. 

C)  Recently,  a subcommittee  of  the  Joint  Committee  of 
Physicians  and  Attorneys  has  been  formed  to  consider  issues 
surrounding  the  termination  of  life  support  for  patients  in  a 
p>ersistent  vegetative  state  because  of  the  recent  US.  Supreme 
Court’s  Cruzan  decision.  It  is  hoped  that  these  deliberations 
will  lead  to  an  amendment  of  the  Delaware’s  Death  with 
Dignity  statutes. 

John  T.  Hogan,  M.D., 
Co-Chairman 

(The  report  was  filed.) 

LEGISLATIVE  SPECIALIST 

From  the  perspective  of  your  legislative  agent,  there  was 
good  news  and  bad  news  emanating  from  the  General 
Assembly  in  1990. 

Certainly  the  Sunset  Committee  and  other  legislative 
members  showed  great  willingness  to  cooperate  in  the 
development  of  the  Medical  Practice  Ace  and  the  final  bill- 
HS  1 for  HB  Ill-contained  most  of  the  features  sought  by  the 
Medical  Society.  The  prospect  for  further  amendment  to  con- 
form with  the  national  recommended  model  legislation  is 
excellent. 

However,  the  session  also  demonstrated  the  increased  con- 
cern about  medicine  on  the  part  of  consumer  groups— 
Common  Cause,  AARP,  Patient  Awareness  and  others.  There 
is  a need  to  maintain  dialogue  with  them  as  we  pursue 
legislative  initiatives,  including  the  defeat  of  proposals  in- 
imical to  the  best  possible  practice  of  medicine  in  Delaware. 

Which  brings  us  to  the  bad  news.  'There  was  every  evidence 
in  the  last  General  Assembly  of  increasing  demands  from 
others  in  the  health  care  service  field  for  expanded  authori- 
ty. Physical  therapists  had  a bill  seeking  the  right  to  engage 
in  “free  standing”  practice  where  patients  could  visit  their 
offices  without  referral.  Optometrists  were  back  with  a bill 
to  permit  them  to  prescribe  therapeutic  drugs,  and  opticians 
wanted  to  create  their  own  board. 
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In  addition,  the  General  Assembly  enacted  virtually 
without  opposition  and  Governor  Castle  signed  without  com- 
ment, HB  712,  which  permits  direct  payment  to  nurses  from 
medical  insurers.  The  legislation  appears  to  have  some  am- 
biguity in  that  no  one  knows  precisely  how  it  might  impact 
existing  contracts  for  health  insurance,  and  both  Blue  Cross 
Blue  Shield  and  the  Medical  Society  will  discuss  this  with  the 
principal  sponsor.  Representative  Jane  Maroney,  before  the 
Assembly  returns  in  January. 

The  physical  therapists,  optometrists  and  opticians  all  had 
legislator  sponsors  and  some  avid  supporters.  None  of  their 
bills  passed,  but  they  will  undoubtedly  be  back  when  the 
General  Assembly  reconvenes  the  second  'Tuesday  of  January 
in  1991. 

Drug  control  and  AIDS  bills  too  numerous  to  list  were 
enacted,  but  in  all  instances  the  Medical  Society  had  input, 
especially  where  more  than  just  the  matter  of  crime  and 
punishment  were  under  consideration  for  drug  commer- 
cialization and  abuse.  The  diagnosis  and  treatment  of  AIDS 
patients  and  their  rights  in  society  and  law  were  much 
improved. 

We  failed  again  to  enact  a mandatory  seat  belt  bill  and  after 
nearly  a decade  of  debate,  it  appears  Delaware  is  no  closer 
to  such  a result.  The  Assembly  rejected  legislation  calling  for 
a referendum  on  the  subject,  which  would  have  been 
nonbinding  in  any  event. 

The  policy  of  a physician  attending  each  working  session 
of  the  General  Assembly  had  no  downside,  but  could  un- 
doubtedly have  been  more  productive  if  those  on  hand  had  ad- 
vance awareness  of  issues  under  consideration  and  debate. 
This  is  not  always  possible,  but  the  House  especially  does 
much  of  its  work  in  committees  and  often  a bill  can  be 
improved  in  that  milieu.  Beginning  in  January,  the  Medical 
Society  will  have  on  Friday  a list  of  committee  meetings 
scheduled  the  following  week,  and  the  attending  physician, 
if  the  subject  is  germane,  can  have  input  at  that  level. 

It  is  important  to  note,  however,  that  not  always  is  the 
specialty  of  the  physician  on  hand  consistent  with  what  is 
being  debated  on  the  floor  or  in  committee,  and  the  need  for 
expert  witnesses  on  issues  before  the  House  and  Senate  is 
going  to  increase  in  the  years  to  come.  Good  logic  can  often 
overcome  bad  proposals  and  help  good  ones  to  become  law. 

'The  work  of  the  Public  Laws  Committee  is  usually  thorough 
and  often  helpful  but  would  be  improved  by  better  timeliness. 
Perhaps  the  establishment  of  subcommittees,  which  could  if 
necessary  receive  legislation  by  fax  and  review  it  in  a con- 
ference call,  would  help  us  be  better  armed  with  a Medical 
Society  position  in  some  instances,  particularly  late  in  the 
session,  when  legislation  is  often  introduced  one  day  and  acted 
upon  a day  or  two  later. 

Ned  Davis 
Legislative  Specialist 
(The  report  was  filed  with  note  of  the  Society’s  continued  ap- 
preciation of  Ned  Davis’  efforts.) 
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MEDICAL  ADVISORY  COMMITTEE 
DIVISION  OF  SOCIAL  SERVICES:  STATE  OF  DELAWARE 

This  year  saw  a further  learning  period  about  how  the 
government,  federal  and  state,  can  care  for  those  in  need.  Our 
own  research  regarding  the  aid  required  and  the  means  and 
methods  was  and  is  to  be  the  result  of  in-depth  search  by  three 
subcommittees. 

The  committee’s  activities  included  bringing  knowledgeable 
persons  in  health  care  to  discuss  their  insight,  setting  up 
meetings  with  disenchanted  providers  while  listening  to  their 
problems,  and  recognition  of  the  Kent  County  Maternity 
Clinic  as  a fine  model  of  maternal  care. 

Ad  hoc  committees  worked  through  the  spring  and  summer. 
Separate  reports  were  made;  a consolidated  single  report  will 
be  forthcoming,  perhaps  before  this  report  is  read  at  our  House 
of  Delegates.  The  following  ad  hoc  committees  were  formed 
and  worked  separately: 

1 ) Thsk  Force  on  Access  Issues  for  Maternal  and  Child  Care 

2)  Task  Force  on  Access  Issues  for  the  Elderly 

3)  Task  Force  on  Access  Issues  for  People  with  Disabilities 

Financial  management  changed  from  TCC  to  EDS.  If  you 
were  caught  up  in  this,  you  know  the  problems  it  created.  EDS 
is  well  aware  of  the  vouchers  returned  for  further  informa- 
tion. It  was  nearly  60%  at  first.  At  the  time  of  this  report  it 
is  near  25%  and  it  is  hoped  it  will  drop  to  15  to  17%. 

The  Medicaid  Advisory  Committee  and  the  Medicaid  Ad- 
visory Council  recognize  they  should  not  make  decisions 
without  input.  Hence,  our  Board  of  Directors  has  been  given 
a Physician  Survey  which,  it  is  hoped,  they  will  approve  and 
all  Delaware  physicians  will  complete,  thus  giving  guidance 
for  the  future. 

Members  of  our  Medical  Society  of  Delaware  are  encouraged 
to  be  Medicaid  providers  in  their  own  specialty. 

Finally,  in  answer  to  our  President  William  Duncan’s  ques- 
tion about  representation  on  the  Advisory  Committee,  I would 
say  that  it  is  imperative.  The  Committee  is  still  learning,  but 
it  is  picking  up  momentum  and  will  be  a humane  asset  regard- 
ing aid  to  those  less  fortunate  than  ourselves.  You  should  know 
the  physicians  on  this  committee  so  that  you  can  voice  your 
opinions  and  seek  help.  The  Medical  Advisory  Committee  to 
Division  of  Social  Services  physicians  are:  Robert  G.  Kettrick, 
M.D.,  Edward  R.  Sobol,  DO.,  Rhoslyn  J.  Bishoff,  M.D.,  Norman 
Taub,  M.D.,  and  Lester  Wright,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed.) 

THE  MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

It  has  been  an  active  year  so  far! 
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Our  goals  for  this  year:  building  membership,  increasing 
our  pledge  to  medical  education  and  research,  health  educa- 
tion especially  among  our  adolescents,  working  together  on 
health-related  legislation  at  the  state  and  national  level,  and 
letting  the  good  news  out  that  medical  families  are  deeply  in- 
volved in  promoting  better  health  care  and  quality  of  life  for 
people  in  our  community. 

The  Auxiliary  had  its  first  leadership  education  training 
workshop,  “Confluence-By-The-Sea,”  in  Rehoboth  Beach  on 
September  12-13, 1990.  Key  people  from  county  societies  and 
the  state  society  benefited  from  the  exchange  of  ideas  and  in- 
formation, stayed  abreast  with  health  issues,  and  renewed  or 
made  new  friendships.  Judging  from  the  response,  our  objec- 
tive was  realized.  It  has  always  been  the  well-informed  in- 
dividual who  makes  the  best  member  and  recruiter  of  a group. 

The  membership  “Keep  in  Touch”  pamphlets,  which 
included  a survey  form,  dues  notice,  listing  of  officers,  fact 
sheet  on  DIMER,  and  a schedule  of  the  year’s  activities,  were 
mailed  during  the  first  week  in  October. 

Our  phone  bank  was  very  active  in  early  September  urg- 
ing members  of  the  Senate  Finance  and  House  Ways  and 
Means  Committees  to  support  an  increase  in  the  excise  taxes 
on  alcohol  and  tobacco  because  it  is  a matter  of  public  health 
and  also  helps  reduce  the  budget  deficit. 

“Working  With  the  Media”  is  the  first  step  the  Auxiliary 
is  taking  in  presenting  a more  objective  view  of  medicine  and 
the  medical  family.  The  workshop  is  slated  for  November  17, 
1990,  at  the  Hotel  du  Pont  at  9:00  a.m.  A balance  has  to  be 
attained  in  what  is  being  communicated  to  the  public-not  just 
dollars  and  cents  but  also  that  the  medical  community  strong- 
ly pushed  for  better  health  care  and  its  delivery. 

Our  health  education  efforts: 

■ Lieutenant  Governor  Dale  Wolf  presented  Delaware’s  drug 
education  program  at  our  May  meeting.  There  was  a very 
spirited  discussion  after  the  program. 

- Presented  opinions  during  the  policy  revisions  meeting  of 
the  Comprehensive  Health  Education  Program  of  the  Depart- 
ment of  Public  Instruction  in  Dover  in  June. 

- Arranged  with  Dr.  Diana  Dickson-Witmer  for  speakers  for 
the  Delcastle  School  and  the  Tteacher’s  Fall  Conference  on  Oc- 
tober 12  in  Wilmington. 

- Presented  the  Head  and  Spinal  Cord  Injury  prevention  pro- 
gram at  Friends  School  in  May,  Woodbridge  High  (Bridgeville) 
in  October,  Tower  Hill  in  November,  and  Dover  High  in  April. 
Also  presented  the  program  to  the  Task  Force  on  Trauma 
Prevention  at  the  Wilmington  Hospital  on  September  28th. 

- Participated  at  the  Wellness  Fair  for  Seniors  in  Rehoboth 
on  September  18. 

- Recognition  of  Kent  and  Sussex  Counties  Auxilians  for 
their  work  with  the  American  Cancer  Society  by  ACS. 
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EDLAB  AND  MAYO  MEDICAL  LABORATORY. 
I AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory 


Medlab 


.'Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
cfor  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
iiservice  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
jetechnical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
! Laboratory. 

!, 

I • Convenient  local  courier  service 

i 

I • Local  STAT  service 

i • Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on  • Technical  seminars  at  Medlab  with 

difficult  cases  expert  speakers  from  Mayo 

‘Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
I Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications, 
■free,  courtesy  of  Medlab. 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 


: By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
i:and  quality  in  Delaware. 


. . . BECAUSE  QUALITY  IS  ESSENTIAL 


■P.O.  Box  2045  • Wilmington,  Delaware  19899 


(302)  655-LABS 
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- Participation  in  the  United  Way  Program. 

- Fund-raising  activities  for  health  education  projects  and 
health  scholarships,  AMA-ERF  (DIMER):  international 
fashion  show  and  dinner,  recipe  auction,  dinner  and  wine 
tasting,  and  a very  “noteworthy”  project  - notecards  imprinted 
with  Dr.  William  F.  Renzulli’s  pen-and-ink  drawing  of  the 
Academy  of  Medicine  Building  are  being  sold  now  and  the 
framed  original  will  be  raffled  at  the  November  17th  Medical 
Society  of  Delaware  meeting. 

- “Growing  Healthy,”  a comprehensive  health  education  pro- 
gram endorsed  by  the  AMA,  is  being  reviewed  by  Mrs.  Edith 
Vincent  of  the  Department  of  Public  Instruction  and  Lieuten- 
ant Governor  Dale  Wolf  s office,  on  recommendation  of  the 
Auxiliary. 

“Volunteerism  - The  Value  of  Your  Services”  is  the  national 
theme  this  year.  As  medical  spouses,  we  are  in  a unique  posi- 
tion in  the  community  to  make  a difference.  Using  our  varied 
talents,  abilities,  and  cultural  background  to  benefit  others 
enriches  us  as  well.  And  in  tapping  into  our  resources  and 
capabilities,  we  draw  strength  and  friendship  from  the 
organization  from  which  we  draw  our  name  - the  Medical 
Society  of  Delaware. 

Felicitas  O.  (Tita)  Gontang 
President 

(The  report  was  filed  with  commendation  and  a special  note 
of  appreciation  to  the  “Keep  in  Touch  Program,”  ‘Confluence 
by  the  Sea  Workshop,”  and  the  “Working  with  the  Media 
Workshop.”) 

MEDICAL  SOCIETY  OF  DELAWARE  INSURANCE  SERVICES, 
INC.  (MSDIS) 

In  the  year  preceding  this,  the  profitability  of  our  Corpora- 
tion peaked  and  we  were  able  to  deliver  to  the  Medical  Society 
of  Delaware  $150,000  in  dividends.  During  this  most  recent 
fiscal  year,  our  profitability  declined,  and  the  amount  of 
dividends  that  we  have  paid  or  will  be  applying  shortly  have 
been  reduced  to  $100,000. 

One  of  the  major  reasons  for  this  reduced  profitability  is  a 
blessing  for  the  individual  physician.  I refer  to  the  recent 
reduction  in  premium  rates  for  medical  malpractice  in- 
surance. Another  factor  is  an  increase  in  our  operating  ex- 
penses. During  its  early  years,  our  Corporation  has  had  a very 
advantageous  arrangement  for  its  labor  force,  but  we  all  had 
to  realize  that  this  arrangement  could  not  continue  forever. 
Our  current  operating  expenses  are  what  one  would  have  to 
anticipate  for  an  organization  of  our  size  and  character. 

I am  pleased  to  report  that  we  have  maintained  our  share 
of  the  medical  malpractice  market  and  actually  have  a few 
more  policies  in  force  this  year  than  during  the  previous  year. 
In  addition  to  392  malpractice  policies,  we  have  50  workers’ 
compensation  policies  in  force. 

Also,  for  the  first  time,  we  now  are  insuring  the  general 
liability  needs  of  some  of  our  clients.  Our  attempts  to  break 
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into  other  fields  of  insurance  continue,  but  as  yet  our  efforts 
have  borne  no  fruit.  We  are  particularly  interested  in  gain- 
ing access  to  the  disability  insurance  market,  and  we  have 
reason  to  believe  that  we  will  be  successful  in  this  coming  year. 

The  basic  nature  of  the  insurance  market  has  been  percep- 
tibly changed  in  the  past  year  or  two.  We  have  entered  a phase 
of  improved  profitability  for  the  insurance  companies.  I make 
this  statement  since  I observe  that,  unlike  previous  years 
when  one  had  difficulty  finding  insurance,  new  companies  are 
entering  the  market  and  older  established  companies  are 
making  inroads  into  the  Delaware  market.  Our  Corporation 
has  responded  to  this  new  environment  by  broadening  its 
product  base.  We  want  to  be  able  to  serve  all  of  our  clients  by 
providing  for  their  individual  needs.  Thus  we  find  that  one 
product  is  best  for  one  group  of  physicians  while  a different 
product  may  be  required  by  other  physicians.  While  it  may 
possibly  have  been  necessary  in  the  past  for  the  physicians 
in  this  state  to  tie  themselves  almost  contractually  to  one 
insurance  provider,  such  an  arrangement  can  no  longer  be 
considered.  We  will  be  required  to  deal  in  a business-like 
fashion  with  a number  of  insurance  corporations. 

Joseph  E.  Belgrade,  M.D. 

President 

(The  report  was  filed.) 

STATE  SCHOOL  HEALTH  ADVISORY  COMMITTEE 

This  year  a comprehensive  drug/alcohol  education  plan  for 
grades  K-12  was  submitted  and  approved.  An  outstanding 
part  of  this  plan  is  the  requirement  that  parents  and  students  ' 
be  given  a copy  of  the  standards  of  conduct  and  a statement 
of  disciplinary  sanctions  to  be  enforced.  Standards  of  conduct 
are  likewise  applicable  to  employees,  clearly  prohibiting,  at 
a minimum,  unlawful  possession,  use,  or  distribution  of  illicit 
drugs  and  alcohol  on  school  premises  or  as  part  of  any  school 
•activities.  j 

Immunizations  were  considered  and  reviewed  with  approval 
given  to  the  attached  Immunization  Rules  and  Regulations 
of  the  State  Board  of  Education.  A very  new  development 
is  the  availability  of  HIB-titer  vaccine,  which  has  been 
authorized  for  children  beginning  at  two  months  of  age  and  ' 
on  the  same  schedule  as  DIH'  immunizations.  j 

The  school  nurses  continue  to  demonstrate  their  good  ser-  | 
vices,  as  noted  in  the  Summary  of  Health  Services  Provided 
by  School  Nurses  (on  file  in  the  Society  office).  Still  being 
developed  is  the  Nurses’  Handbook,  which  will  be  a priority 
in  the  coming  year. 

The  Drug-Free  School/Community  Advisory  Committee, 
formed  as  an  ad  hoc  committee  to  the  State  School  Health  Ad- 
visory Committee,  has  broadened  its  image  by  increasing 
membership  and  outreach  to  many  organizations  in  the  state 
with  like  interests  and  commitments.  The  committee  has  com-  i 
pleted  a brochure  on  “Drug  and  Alcohol  Needs  Assessment,” 
which  is  available  through  Ms.  Edith  Vincent  or  Mr.  Walter 
Orr  in  the  Research  and  Evaluation  Division.  Through  the 
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good  offices  of  our  own  State  Society,  the  committee  was  able 
to  monitor  legislative  items  dealing  with  substance  abuse  and 
offer  comment  to  legislators.  In  this  and  through  other  con- 
tacts, the  committee  has  had  influence  in  the  development 
of  substance  abuse  programs  and  policies. 

Meanwhile,  open  dialogue  was  maintained  with  the  Gover- 
nor’s Substance  Abuse  Coordinating  Council,  through  its 
chairman,  Wayne  Bastian,  and  with  Mr.  Paul  Fine’s  Educa- 
tion/Prevention Steering  Committee. 

Student  surveys  were  conducted,  namely  the  Northeast 
Regional  'Training  Center  Survey,  to  identify  areas  of  need. 
Results  demonstrated  that  further  refinement  and  altered 
methods  and  changing  techniques  are  necessary.  It  is  the  plan 
of  the  committee  to  assist  in  planning  workshops  to  hopeful- 
ly target  the  problems  (and  assist  with  problem-solving)  of 
students,  parents,  teachers,  and  administrators.  'The  commit- 
tee also  hopes  to  assist  school  districts  in  the  areas  of 
substance  abuse  prevention/treatment  programs  and  policy 
development. 

We  note  with  regret  the  departure  of  Dr.  William  B.  Keene 
as  State  Superintendent  and  thank  him  for  his  years  of  ser- 
vice while  wishing  him  all  the  success  in  the  future. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  referred  to  the  Board  of 'Trustees  at  the  recom- 
mendation of  the  Reference  Committee  because  of  its  concern 
that  not  enough  emphasis  is  being  placed  on  tuberculosis.) 

REPORT  OF  THE  TRUSTEE  TO  WVMI 

From  January  through  October  of  this  year,  WVMI  held 
eight  trustee  meetings  of  which  I was  able  to  attend  seven. 
It  has  been  a learning  experience,  and  through  the  board 
newsletters  I have  had  an  opportunity  to  communicate  salient 
information  about  the  PRO  review  process.  I have  always  firm- 
ly believed  that  the  quality  of  medical  care  in  our  state  is  ex- 
cellent, and  Delaware  statistics  on  patient  care  which  WVMI 
have  generated  compare  quite  favorably  with  other  states  and 
national  averages.  To  put  it  in  a nutshell,  we  think  that  we 
do  a good  job,  and  in  fact  we  do  an  excellent  job  in  taking  care 
of  our  patients. 

With  this  year  drawing  to  a close,  one  wonders  what  the 
regulatory  future  holds.  This  is  difficult  to  answer  especial- 
ly in  an  area  that  is  changing  as  rapidly  as  the  science  and 
economics  of  medicine.  However,  I believe  three  trends  are 
evident: 

1.  Managed  care  programs  will  continue  to  fund  an  ever- 
increasing  portion  of  health  care,  and  as  providers  are  asked 
to  share  some  of  the  financial  risk,  the  impetus  for  built-in 
quality  assurance  mechanisms  will  intensify. 

2.  HCFA  is  funding  pilot  studies  on  office  practice  patterns, 
and  if  the  80s  was  the  decade  for  scrutinizing  hospital  care, 
this  new  decade  will  start  to  see  more  evaluation  of  office- 
based  management.  Hospitals  will  not  be  forgotten,  but  the 
office  will  be  included  in  some  form. 
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3.  One  of  the  shortcomings  of  the  current  chart  review  pro- 
cess is  that  problems  are  looked  for,  and  a considerable  amount 
of  time  may  be  expended  on  an  isolated  case  of  an  excellent 
provider.  Future  review  will  be  more  directed  at  overall  out- 
comes, rather  than  specific  cases.  Less  emphasis  will  be  placed 
on  why  Mrs.  Jones  had  to  go  back  to  the  operating  room,  or 
why  Mr.  Smith  was  unexpectedly  returned  to  the  intensive 
care  unit.  Rather  the  question  will  be  was  the  outcome 
reasonable  for  the  initial  severity  of  illness,  and  were  ap- 
propriate resourcs  expended?  This  question  will  be  answered 
by  abstracting  a number  of  cases  and  then  comparing  them 
to  norms,  and  outlines  would  be  further  evaluated. 

But  back  to  the  present;  from  a practical  point  of  view,  what 
do  we  do?  Simply  continue  to  provide  excellent  care;  document 
it  well;  and  when  the  opportunity  presents  itself,  write  a let- 
ter or  give  a talk  on  what  we  do.  To  help  with  the  documen- 
tation, some  of  the  more  important  guidelines  have  been 
published  in  the  Society’s  monthly  newsletter.  These 
guidelines  have  covered  Generic  Inpatient  Quality  Screens, 
General  Information  Regarding  Chart  Documentation,  and 
the  pro’s  Quality  Intervention  Plan  (this  material  is  on  file 
in  the  Society  office).  I will  continue  to  keep  the  membership 
informed  of  important  PRO  guidelines  and  policies  through 
monthly  reports  to  the  Board  of  'Trustees  and  newsletter 
articles. 

Brett  Elliott,  M.D. 

'Trustee,  WVMI 

(The  report  was  filed.) 

MEMORIAL 

As  a memorial  to  the  members  of  the  Society  who  were  lost 
through  death  during  the  past  year,  the  assembly  rose  for  a 
moment  of  silence  as  the  following  names  were  read: 

Louis  Applebaum,  M.D. 

Raymond  G.  Cooper,  M.D. 

Kamal  Ksebe,  M.D. 

James  T.  Metzger,  M.D. 

Willard  F.  Preston,  M.D. 

Stuart  W.  Rose,  M.D. 

ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 

RESOLVED,  'That  each  and  all  of  the  resolutions,  acts,  and 
proceedings  of  the  Board  of 'Trustees  of  the  Medical  Society 
of  Delaware  heretofore  had  been  adopted  since  the  last 
meeting  of  the  House  of  Delegates  of  the  Medical  Society  of 
Delaware  as  shown  by  the  records  of  the  minutes  and  all  the 
acts  of  the  officers  and  trustees  of  the  Society  in  carrying  out 
and  promoting  of  purposes,  objectives  and  interests  of  this 
Society  since  the  last  House  of  Delegates  meeting  are  approv- 
ed and  ratified  and  hereby  made  the  acts  and  deeds  of  the 
Medical  Society  of  Delaware. 

(The  complete  report  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  in  the  Medical  Society  office  and  is 
available  to  members.) 
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Fourth  Annual  Update 

Sunday,  April  21,  1991 


Special  guest  speaker: 

Dr.  Wolfgang  Kuebler,  University  of  Heidelbei; 


Were  offering  an  exceptional  opportunity  for  primary  care  physician, 
and  those  specializing  in  the  care  of  the  heart  to  update  their  knowleiif 
and  discover  the  latest  advances  in  the  dynamic  field  of  cardiology  at! 
Cardiology  1991;  Fourth  Annual  Update. 


Registration  and  a continental  breakfast  will  begin  at  8:30  a.m.,  and 
a complimentary  lunch  will  be  served  to  those  who  register  in  ^ 
advance.  t 


Application  has  been  made  for  six  Category  1 hours  of  conm 
uing  medical  education  (CME)  credit  toward  the  Physicid’ 
Recognition  Award  of  the  American  Medical  Association  t 
Jefferson  Medical  College.  Jefferson  Medical  College  is  ac^ 
credited  by  the  Accreditation  Council  for  Continuing  j 
Medical  Education  to  sponsor  CME  programs 
for  physicians. 


Cardiology  1991:  Fourth  Annual  Update  is  sponsored  If 
the  Delaware  Heart  Institute  of  the  Medical  Center  of  j 
Delaware,  Cardiology  Consultants  and  Jefferson  Medica,' 
College. 


Program  Director:  Andrew  J.  Doorey,  M.D. 


Date:  Sunday,  April  21,  1991 
Time:  8:30  a.m.  - 5 p.m. 


Delaware  Heart  Institi 
at  Christiana  Hospital 

MEDICAL  CENTER  OF  DELAWARE 


Place:  Christiana  Hilton 

100  Continental  Drive  (at  1-95,  exit  4N) 

Newark,  Delaware  19713 

Advanced  registration  fee:  $30  Registration  at  the  door:  $45 


Thomas 

Jefferson 

University 


Jeffertt 

Medi«|l 

Collet 


For  more  information  or  to  register  by  telephone,  call  Miriam  Scherer  at  (302)  366-1929.  Hotel  accommodations  can  be  made  t 
telephoning  the  Christiana  Hilton  at  (302)  454-1500  or  1-800-HILTONS.  Register  by  Friday,  April  12,  1991. 
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Program 

8:30  a.m.  Registration 

9 - 9:30  a.m.  The  non-invasive  evaluation  of  patients 
with  asymptomatic  murmurs.  Barry  S.  Denenberg,  M.D., 
Medical  Center  of  Delaware. 

9:30  - 10  a.m. The  treatment  of  hyperlipidemia  — A 
practical  approach  based  on  current  knowledge.  Edward 
M.  Goldenberg,  M.D.,  Medical  Center  of  Delaware, 
d'homas  Jefferson  University. 

10  - 10:30  a.m.  Ventricular  arrhythmias  in  the  post- 
CAST  era  — Who  (if  anyone)  should  be  treated? 

Leonard  Dreifus,  M.D.,  Hahnemann  University  Hospital. 


Bonus! 

An  evening  at 
Longwood 
Gardens 


10:30  - 1 1 a.m.  Break 

11-1 1:30  a.m.  Atrial  fibrillation  — Provocative  recent 
findings  about  this  common  disorder  . Ehsanur  Rahman, 
M.D.,  Medical  Center  of  Delaware,  Thomas  Jefferson 
University. 

1 1 :30  a.m.  - 12  p.m.  Circadian  rhythms  — Why  are  they 
important  in  cardiovascular  diagnosis  and  treatment? 

Peter  H.  Stone,  M.D.,  Harvard  Medical  School,  Brigham 
and  Women’s  Hospital  . 

12  - 12:20  p.m.  Panel  Discussion.  Leonard  Dreifus,  M.D., 
Edward  M.  Goldenberg,  M.D.,  Peter  H.  Stone,  M.D., 

Barry  S.  Denenberg,  M.D.,  Ehsanur  Rahman,  M.D. 

12:20  - 1:20  p.m.  Lunch 

1:20  - 1:50  p.m.  Mitral  valve  repair  — Has  the  surgical 
treatment  of  mitral  regurgitation  been  forever  altered? 

Richard  F.  Gordon,  M.D.,  St.  Francis  Hospital,  Thomas 
Jefferson  University 

1:50  - 2:30  p.m.  Cardiovascular  medicine  in  Europe  — 
Suggestions  for  American  practitioners.  Wolfgang 
Kuebler,  M.D.,  University  of  Heidelberg 

2:30  - 3 p.m.  Intracoronary  atherectomy  and  percuta- 
neous cardiopulmonary  bypass  — What  are  their  roles 
in  1991?  Andrew  J.  Doorey,  M.D.,  Medical  Center  of 
Delaware,  Thomas  Jefferson  University 

3 - 3:30  p.m.  Break 


Physicians  and  their  spouses 
are  invited  to  join  us  for  a 
gala  evening  of  dining,  danc- 
ing and  entertainment  in  the 
beautiful  Longwood  Gardens 
Conservatory  as  we  honor  our 
distinguished  guest  faculty. 
Music  will  be  provided  by  the 
Generations.  This  elegant 
springtime  event  presents 
the  opportunity  to  meet  our 
international  and  national 
guests,  and  proceeds  from  the 
event  will  go  to  the  Delaware 
Chapter  of  the  American 
Heart  Association. 

Date: 

Saturday,  April  20,  1991 

Time: 

Cocktails  6 p.m. 

Dinner  7 p.m. 

Place: 

Longwood  Gardens 
Conservatory,  Route  1, 
Kennett  Square,  Pa. 

Cost: 


3:30  - 4 p.m.  Supraventricular  tachycardia  — Advances 
in  diagnosis  and  management  for  clinicians.  Henry  L. 
Weiner,  M.D.,  Medical  Center  of  Delaware 


$30  per  person 
To  register: 

Call  Miriam  Scherer  at 


4 - 4:30  p.m.  Space  Age  technology  comes  to  cardiology 
— The  clinical  use  of  genetic  engineering,  monoclonal 
antibodies  and  recombinant  technology.  S.  Ward 
Cascells,  M.D.,  National  Institutes  of  Health. 

4:30  - 5 p.m.  Panel  Discussion.  Mark  R.  Zolnick,  M.D., 
Moderator,  S.  Ward  Cascells,  M.D.,  Andrew  J.  Doorey, 
M.D.,  Richard  F.  Gordon,  M.D.,  Wolfgang  Kuebler, 
M.D.,  Henry  L.  Weiner,  M.D. 


(302)  366-1929. 


“I’ve  got, 
other  things 
to  worry  about” 


“It’s  one  of  the 
Jew  pleasures 
I have  left” 

“The  damag 
is  done’.’ 


“Nah, 

I’ve  smoked 
for  ^ 
30  years. 
It’s  too  late” 


“I’ve  tried  a 
million  times, 
but  I just 
can’t:’ 


“What  difference  does 
it  make?  I’m  already 
52  years  old!’ 


“I’ll  quit 
next  year.” 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 


Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  while  most  of  them  know  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your 
patients  about  the  immediate  benefits  of  quitting. 

Like  a decreased  nsk  of  heart  attacks  and 
strokes.  Improved  circulation.  And  most  of  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  facts. 


For  a free  copy  of  “Clinical  Opportunities  for  Smoking  Intervention: 
A Guide  for  the  Busy  Physician”  complete  the  form  below. 

I” Mail  to: 

The  National  Heart,  Lung,  and  Blood  Institute 
Information  Center 

4733  Bethesda  Avenue,  Suite  530,  Bethesda,  MD  20814 
(301)951-3260 

Name 


Let  them  know: 
it’s  never  too  late  to  quit 


Specialty 

Adciress- 


LIS.  Department  of  Health  &.  Human  Services 


L' 
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BRIEF  REPORT 


Maurice  Liebesman,  M.D. 


Michael  E.  Norman,  M.D. 


Changes  at  the  Alfred  I.  duPont  Institute 


For  the  first  time  in  the  history  of  the  Alfred  I.  duPont  Institute,  the  president  of  the  hospital’s  Medical 
Executive  Committee  is  a community-based  physician  and  community  physicians  will  be  involved  in 
the  governance  of  the  Institute’s  medical  staff.  The  following  officers  and  members-at-large  have  been 
elected: 


President,  Maurice  Liebesman,  M.D. 
President-Elect,  Steven  Cook,  M.D. 
Secretary/Treasurer,  Freeman  Miller,  M.D. 
Members  at  Large, 

J.  Jordan  Storlazzi,  M.D. 

Stephen  Restaino,  D.O. 

Henry  DePhillips,  M.D. 

Rita  Meek,  M.D. 

Steven  Bachrach,  M.D. 

Dennis  Hoelzer,  M.D. 


community  pediatrician 
community  ENT  surgeon 
AIDI  orthopedic  surgeon 

community  pediatrician 
community  pediatrician 
community  family  practitioner 
community  pediatric  hematologist 
AIDI  chief,  general  pediatrics 
community  pediatric  surgeon 
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Brief  Report 

Other  Institute  representatives  on  the  committee  include: 


Medical  Director 
Chief  of  Surgery 

Director  of  Critical  Care  Medicine 
Director  of  Medical  Imaging 
Chairman  of  Orthopedics 
Director  of  Clinical  Investigation 
Chairman  of  Pathology 
Administrator 
Associate  Administrator 
Nursing  Director 


Robert  A.  Doughty,  M.D.,  Ph.D. 
John  Noseworthy,  M.D. 
Robert  Kettrick,  M.D. 
Ted  Harcke,  M.D. 

J.  Richard  Bowen,  M.D. 
Gerald  Mandell,  M.D. 
Robert  Cohn,  M.D. 
Tom  Ferry 
J.  Mark  McLoone 
Carol  Solberg  ! 


In  other  news  from  the  Institute,  Michael  E.  Norman,  M.D.,  has  been  named  Pediatrician  in  Chief. 
In  this  role,  he  will  be  responsible  for  managing  existing  programs  and  developing  new  ones  within 
the  Institute’s  Department  of  Pediatrics.  He  will  also  play  a major  role  in  helping  to  define  and  imple- 
ment the  evolving  integration  between  the  Institute  and  the  Medical  Center  of  Delaware.  Dr.  Norman 
will  continue  in  his  post  as  Chairman  of  the  Department  of  Pediatrics  at  the  Medical  Center  and  as 
Professor  and  Vice  Chairman  of  the  Department  of  Pediatrics  at  Jefferson  Medical  College  of  Thomas 
Jefferson  University. 


VASCUUR  LABORATORIES  OF  DELAWARE 

NON-INVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suit  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Medical  Arts  Pavilion,  Suite  112 
4745  Stanton-Ogletown  Road 
Newark,  Delaware  19713 

(302)  368-1130 


NON-INVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


EXTRACRANIAL  CAROTID  AND 
VERTEBRAL  ARTERIES 


ARTERIAL  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


ABDOMINAL  AORTA  AND  ITS 
VISCERAL  BRANCHES 


VENOUS  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 
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LETTERS  TO  THE  EDITOR 


Humanizing  the  Intensive  Care  Unit 


Dr.  ChodofTs  paper,  “Occupational  Maladjust- 
ment in  the  Multidisciplinary  Intensive  Care 
Unit,”  which  appeared  in  the  November  issue  of 
the  Journal  is  interesting  reading  to  everyone 
concerned  with  the  quality  of  care  in  intensive 
care  units.  As  he  points  out,  intensive  care  units 
are  difficult  places  in  which  to  work;  not  surpris- 
ingly, there  is  significant  nurse  and  physician 
turnover.  Dr.  Chodoff  identifies  several  reasons 
: for  this  and  makes  some  specific  recommenda- 
tions. He  also  advocates  better  role  definition  for 
the  physicians  and  nurses  and  suggests  that  a 
liaison  psychiatrist  be  added  to  the  intensive  care 
unit  team. 

The  fundamental  challenge  is  to  humanize  the 
intensive  care  unit,  that  unique  place  where  the 
highest  technology  medicine  can  be  delivered  in 
the  most  inhumane  fashion,  making  life  difficult 
not  only  for  patients  and  families,  but  also  for 
practitioners. 

Dr.  Chodoff  puts  his  finger  on  an  underlying 
cause  of  some  of  the  problems  that  beset  the  in- 
tensive care  unit:  the  ambiguous  roles  played  by 
the  different  members  of  the  intensive  care  unit 
team.  It  seems  the  ambiguity  increases  with  the 
number  of  physicians  involved.  The  family  and 
nurses  want  to  know  who’s  in  charge.  The  pa- 
tient’s primary  physician,  who  knows  patient  and 
family  best  and  should  be  in  charge,  is  likely  to 
be  intimidated  by  the  high-tech  trappings  of  the 
intensive  care  unit.  Often,  critical  decisions  - for 
example,  those  about  reintubation,  car- 
diopulmonary resuscitation  or  Swan-Ganz 
catheterization  - are  made  by  on-site  physicians, 
sometimes  house  staff,  without  the  direction  of 
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the  primary  attending  physician,  who  often  has 
ceded  responsibility  by  staying  away  from  the 
real  work  of  the  ICU.  (These  are  the  “shadow  at- 
tendings,”  who  wander  into  the  ICU,  talking  to 
as  few  nurses  and  consultants  as  possible.) 

Tb  counteract  problems  that  arise  from  the  am- 
biguity of  the  physicians’  roles  in  the  ICU,  I pro- 
pose the  following  structure:  For  each  patient  ad- 
mitted to  the  ICU,  the  primary  attending  physi- 
cian has  the  immediate  responsibility  and  duty 
to  choose  a physician-manager  (“intensivist”)  to 
supervise  the  hour-to-hour,  day-to-day  manage- 
ment of  the  critically  ill  patient.  This  intensivist 
would  coordinate  all  subspecialty  consultations 
and  supervise  any  house  staff  involved  in  the  pa- 
tient’s care  - be  the  “point  person”  for  the  nurs- 
ing staff  and  the  patient’s  family,  helping  answer 
questions  concerning  daily  developments  in  the 
patient’s  care.  The  primary  physician  of  record 
(the  attending  physician,  who  “knows  the  patient 
the  best”),  whether  a hematologist,  general  in- 
ternist or  general  surgeon,  will  maintain  respon- 
sibility for  determining  the  overall  goals  of 
therapy  and  the  appropriateness  of  major 
diagnostic  and  therapeutic  interventions. 

It  is  expected  that  the  primary  attending  physi- 
cian and  the  intensivist  would  communicate  with 
each  other  frequently  to  ensure  communications 
are  clearly  made  to  both  the  staff  and  the  pa- 
tient’s family.  Both  physicians  would  show  by  ex- 
ample the  compassionate  leadership  that  con- 
tribute to  the  humanization  of  the  ICU. 

Herbert  J.  Keating  III,  M.D. 
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Letters  to  the  Editor 


Journal  Inappropriate  Forum 
for  Capitol  Punishment  Debate 

I read  your  latest  editorial  [November  1990] 
and  was  surprised  and  disturbed.  I find  it  difficult 
to  accept  the  Delaware  Medical  Journal  as  the 
forum  in  which  the  question  of  capital  punish- 
ment is  debated.  People  dedicated  to  preserving 
life  should  probably  find  more  appropriate  topics 
for  discussion  in  the  journal  purported  to  be  the 
official  publication  of  the  Medical  Society  of 
Delaware. 


I believe  the  question  of  whether  physicians 
should  be  involved  or  participate  in  capital 
punishment  is  a fit  topic.  I do  not  feel  that  the  vir- 
tues of  capital  punishment  constitute  a topic  for 
editorial  discussion  in  the  state  medical  journal. 

Carl  I.  Glassman,  M.D. 


Medical  Groups 
in  the  U.S.- 
A Survey  of 
Practice 
Characteristics 


What  trends  exist 
among  medical  groups  today? 

Available  now. . . Medical  Groups  in  the  U.S.  —A  Survey  of  Practice 
Characteristics  1990  Edition  is  the  ideal  reference  for  anyone  interested  if 
current  trends  or  involved  with  planning  for  the  ongoing  success  of  an 
existing  group. 

Medical  Groups  in  the  U.S.  is  the  only  source  of  comprehensive  informatii 
on  medical  groups.  It  summarizes  and  analyzes  the  latest  survey  data  ar 
census  information  for  more  than  16,000  medical  groups  throughout  thel 
country.  ^ 

Backed  by  the  authority  of  the  AMA 

The  data  you’ll  find  in  this  reference  is  derived  from  the  AMA  Masterfif 
the  only  database  maintained  on  all  U.S.  physicians.  j 

Some  specific  areas  of  information  addressed  in  the  book:  , 

• number  of  groups  • managed  care  impact  ! 

• group  size  • hospital  relationships 

• specialty  composition  • medical  facilities  i 

• geographic  distribution  • business  equipment 

• organizational  characteristics 

Here’s  how  you  can  order  your  copy  now!  | 

Order  this  latest  version  of  Medical  Groups  in  the  U.S.  —A  Survey  of  1 
Practice  Characteristics  1990  Edition  and  receive  the  most  comprehensip 
source  available.  Call  1-800-621-8335  and  charge  payment  to  your 
MasterCard  or  Visa. 
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Thursday,  Friday  and  Saturday 
April  11, 12  and  13, 1991 

THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA. 


Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

n affiliation  with  Jefferson  Medical  College 

GUEST  SPEAKERS 


Steven  V.  Allen  Jr.,  M.D. 

Assistant  Professor 

SUNY  Health  Science  Center  at  Syracuse 

Lawrence  R.  Crane,  M.D. 

Associate  Professor  of  Medicine 

Division  of  Infectious  Diseases 

Wayne  State  University  School  of  Medicine 

Joseph  N.  DiGiacomo,  M.D. 

Clinical  Professor 
Department  of  Psychiatry 
University  of  Pennsylvania 

Peter  H.  Jones,  M.D. 

Assistant  Professor  of  Medicine 

Section  of  Atherosclerosis  and  Lipid  Research 

Baylor  College  of  Medicine 


Lee  Salk,  Ph.D. 

Clinical  Professor  of  Psychology  in 
Psychiatry  and  in  Pediatrics 
The  New  York  Hospital 
Cornell  Medical  Center 


Domenic  A.  Sica,  M.D. 

Chief,  Renal  Pharmacology  Section 
Division  of  Nephrology 
Medical  College  of  Virginia 

Robert  S.  Sherwin,  M.D. 

Professor  of  Medicine 
Yale  School  of  Medicine 


Barbara  H.  Zurzolo,  Esq. 


\ntiviral  Agents 

^NS  Disorders 

Cardiovascular  Diseases: 
Dptions 

^re-op  Evaluation  by 
he  Primary  Doctor 

Hyperlipidemia 


PROGRAM  INCLUDES: 

• Anticoagulants  and  Strokes 

• Heart  and  Lung  Disorders 

• Health  Care  Maintenance  of 
the  Aids  Patient 

• Low  Back  Syndrome 

• Surgical  Risks 


• A,  B,  Cs  of  Hepatitis 

• Infectious  Diseases 

• Hypertension:  Metabolic 
Aspects 

• Medico-Legal  Risks 

• Practical  Psychiatric 
Problems 


• 27  Concurrent  Clinics  plus  CPR  Certification 


FOR  INFORMATION  WRITE:  REGISTRATION  FEE:  $250.00 

Harold  J.  Robinson,  M.D.  (includes  3 luncheons  and 

Director,  Main  Line  Conference  1 dinner  with  cocktails) 

The  Bryn  Mawr  Hospital 
Bryn  Mawr,  PA  19010 

ACCREDITATION: 

AMA 

As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  for  its  continuing 
medical  education  program,  Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria  for  21  credit  hours 
in  Category  I of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for  2IV2  Prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 


V J 


WOMEN'S  IMAGING  CENTED 

Of  DtlAWARE 

HAS  MOVED  TO  A 

MORE  SPACIOUS,  MODERN  FACILITY 
AT 

J24-26  OMEGA  DRIVE  • NEWARK  • DELAWARE  19713 

738-9100 

MAMMOGRAPHY 
OB-GYN  ULTRASOUND 

WITH  ENDOVAGINAL  SCANNING 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

‘AFFILIATED  WITH  THE 

MEDICAL  CENTER  OF  DELAWARE  AND  JEFFERSON  MEDICAL  COLLEGE 


RADIOLOGY  CONSULTANTS 

STEVEN  L EDELL,  D.O. 
SUSAN  BARNES,  M.D. 

C.  AMY  WILSON,  M.D. 


HOURS:  MON  TO  FRI  8 AM  — 5 PM  • WED  8 AM  — 8 PM  • SAT.  8 AM  — 1 PM 


V. 


ACCREDITED  BY  AMERICAN  COLLEGE  OF  RADIOLOGY 


In  Brief 

PHYSICIANS’  HEALTH 
COMMITTEE 


PRIMER  ON  INDICATOR 
DEVELOPMENT  & 
APPLICATION: 
MEASURING  QUALITY 
IN  HEALTH  CARE 


1990-1991  SURVEY  OF 
MEDICAL  STAFF 
SALARIES 


1991  CME 
CRUISE/SEMINARS  ON 
MEDICOLEGAL  ISSUES 


NEW  INFECTIOUS 
DISEASE  LIBRARY 
AVAILABLE  ON 
COMPACT  DISC 


14TH  ANNUAL 
NATIONAL 
CONFERENCE  ON 
RURAL  HEALTH 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
302-654-1001.  The  anonymity  of  the  caller  is  assured. 


This  primer  is  a “must”  for  healthcare  professionals  and  organizations  in- 
volved in  developing  or  refining  indicator-driven  performance-monitoring 
systems  and  is  especially  valuable  to  those  preparing  for  or  involved  in  im- 
plementing total  quality  management  programs.  Cost  is  $80;  volume  dis- 
counts are  available.  Write  to  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  One  Renaissance  Boulevard,  Oakbrook  Terrace, 
IL  60181,  or  call  its  customer  service  center  at  708-916-5800. 


This  annual  report  reflects  salary,  benefits  and  turnover  data  collected  on 
22  medical  office  positions  in  900  practices  across  the  country.  National  and 
regional  versions  are  available  to  practices  and  organizations.  For  more  in- 
formation, write  to  The  Health  Care  Group,  Meetinghouse  Business  Center, 
140  W.  Germantown  Pike,  suite  200,  Plymouth  Meeting,  PA  19462,  or  call 
215-828-3888. 


International  Conferences  of  Fort  Lauderdale  is,  for  a twelfth  year,  sponsor- 
ing a series  of  cruise/seminars  that  have  been  approved  by  The  School  of 
Medicine,  State  University  of  New  York  at  Stony  Brook,  for  18-28  credit  hours 
in  Category  1 ( AMA/PRA).  They  have  also  been  approved  for  18-28  prescribed 
hours  by  the  American  Academy  of  Family  Physicians.  All  cruise/seminars 
have  been  planned  to  comply  with  cvurent  IRA  requirements.  For  a brochure 
and  more  information,  write  International  Conferences,  1290  Weston  Rd., 
Suite  316,  Fort  Lauderdale,  FL  33326,  or  call  800-521-0076. 


“Compact  Library:  Viral  Hepatitis”  is  the  second  in  a series  of  medical 
libraries  on  CD-ROM  focusing  on  infectious  diseases  from  Maxwell  Elec- 
tronic Publishing.  The  first,  “Compact  Library:  AIDS,”  was  developed  by  the 
Massachusetts  Medical  Society  (publishers  of  The  New  England  Journal  of 
Medicine)  and  received  the  1989  Laser  Disc  Product  of  the  Year  Award  from 
CD-ROM  Professional  Magazine  for  its  editorial  and  technical  contribution. 
For  more  information,  write  Randi  Straus,  Marketing  Director,  124  Mount 
Auburn  Street,  Cambridge,  MA  02138,  or  call  617-661-2955. 


“Rural  Health:  Harvesting  Our  Experience,”  will  be  held  May  19-22  in 
Seattle,  WA.  For  more  information,  write  to  the  National  Rural  Health 
Association,  301  East  Armour  Blvd.,  Suite  420,  Kansas  City,  MO  64111,  or 
call  816-756-3140. 
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JOHNS  HOPKINS  CME  PROGRAMS 


Brain  Chemistry  and 
Behavior  Advances  in 
PET  and  SPECT  Imaging 

Perspectives  in  Clinical 
Nutrition:  1991 


J.  Donald  Woodruff 
Symposium  on 
Gynecologic  Oncology 

Fifth  Annual  Mood 
Disorders  Symposium 


The  Philip  S.  Tumulty 
Topics  in  Clinical 
Medicine  1991 


BETRAYAL  BY 
ADDICTION 


INFECTIOUS  DISEASES 
IN  EVERYDAY  MEDICINE 


COMMUNICATION 
APPROACHES  FOR 
TRACHEOSTOMIZED 
AND  VENTILATOR- 
DEPENDENT  PATIENTS 


March  14-16. 18  AMA  Category  1 credits;  approved  for  1.2  CEUs  for  VOICE  | 
credit.  Physicians,  $440;  residents,  fellows  and  technologists,  $340.  (No 
contact  name  given.) 

April  5-6.  11  AMA  Category  1 credits;  other  appropriate  credit  pending. 
Physicians,  $200;  residents  and  allied  health  professionals,  $100.  Contact: 
Carlita  M.  Kearney. 

April  11-13.  AMA  Category  1 credit  will  be  awarded;  other  appropriate  credit 
pending.  Lectures  and  labs,  $375;  lectures  only,  $300.  Reduced  fees  will  be 
offered  for  residents.  Contact:  Jeanne  Ryan. 

April  17.  AMA  Category  1 credit  and  Category  A credit.  State  of  Maryland 
Board  of  Examiners  of  Psychologists,  available.  DRADA  members,  $35; 
others,  $45.  Contact:  Sally  George. 

May  6-10.  38  AMA  Category  1 credits;  other  appropriate  credit  pending. 
Physicians,  $650;  residents  and  allied  health  professionals,  $400.  Contact: 
Carlita  M.  Kearney. 

For  more  information  about  any  of  these  programs,  contact  the  listed  in- 
dividual by  writing  Conference  Coordinator,  The  Johns  Hopkins  Medical 
Institutions,  Office  of  Continuing  Education,  Turner  Building,  720  Rutland 
Avenue,  Baltimore,  MD  21205,  or  call  301-955-2959.  > 

The  fourth  annual  conference  sponsored  by  the  Social  Work  Discipline  and 
the  Division  of  Continuing  Education,  the  Menninger  Clinic,  featuring 
Claudia  Black,  M.S.W.,Ph.D.,  will  be  held  April  3-5  in  Topeka,  Kansas.  18 
credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  AMA; 
information  on  other  credits  available.  $195  per  person;  $175  per  person  for 
three  or  more  from  the  same  agency.  For  more  information,  write  to  Brenda 
Vink,  Conference  Coordinator,  Division  of  Continuing  Education,  The  Men- 
ninger Clinic,  Box  829,  Topeka,  KS  66601-0829,  or  call  800-288-7377,  ext. 
5991. 

April  22-23.  The  Baltimore  Convention  Center  in  Baltimore’s  Inner  Harbor, 
Maryland.  Sponsored  by  the  Division  of  Infectious  Diseases,  Department  of 
Medicine,  University  of  Maryland  School  of  Medicine.  12  AMA  Category  1,  , 
12  AAFP  Prescribed  and  12  ACEP  credits  available.  Fee  is  $100  before  April 
1,  $125  after.  For  more  information,  write  Michael  Wessely,  Program  of  '' 
Continuing  Education,  University  of  Maryland  School  of  Medicine,  655  W. 
Baltimore  Street,  Baltimore,  MD  21201,  call  301-328-3956,  or  fax 
301-328-3103.  | 

This  seminar  will  provide  education,  training  and  tools  to  facilitate  the 
transdisciplinary  approach  in  meeting  the  communication  need  of  this  pa- 
tient population.  March  8 (Orlando),  March  22  (Los  Angeles),  April  (Boston), 
April  26  (Cincinnati).  CEUs  pending  for  ASHA,  CRCE,  ANA,  RNF,  AACN 
and  SOHN.  Preregistration,  $175;  general  registration,  $195.  For  more  in-  j 
formation,  write  Voicing!,  3857  Birch,  suite  194,  Newport  Beach,  CA  92660,  i 
or  call  714-856-2419. 


134 


Del  Med  Jrl,  February  1991-Vol.  63,  No.  2 


COMPREHENSIVE 
UPDATE  ON  THE 
THEORY  AND  PRACTICE 
OF  GASTROENTEROLOGY 
AND  HEPTOLOGY 

The  American  Gastroenterological  Association’s  1991  fall  post-graduate 
course  will  be  held  September  26-28  in  Philadelphia,  Pennsylvania.  For  more 
information,  write  Registration  Department,  SLACK  Inc.,  6900  Grove  Road, 
Thorofare,  NJ  08086-9447,  or  call  609-848-1000. 

THE  WORKER  IN  THE 
WORK  PLACE: 
REHABILITATING 
MUSCULOSKELETAL 
INJURIES 

The  Physical  Medicine  Research  Foundation  will  hold  its  fourth  Interna- 
tional Multidisciplinary  Conference  September  27-29  in  Toronto,  Canada. 
For  more  information,  write  Marc  I.  White,  Executive  Director,  Physical 
Medicine  Research  Foundation,  510-207  West  Hastings  Street,  Vancouver, 
BC,  V6B  1H7,  or  call  604-684-4148.  Fax:  604-684-6247. 

Osteogenesis 
Imperfecta  Foudation 

A meeting  of  the  Delaware  Chapater  will  be  held  Saturday,  May  11,  at  the 
A.  I.  duPont  Institute.  If  you  have  patients  or  families  with  this  disorder, 
please  have  them  contact  Charles  Scott,  M.D.,  at  651-5916. 

Gastrointestinal 
Surgery  for  Severe 
Obesity 

This  consensus  development  conference,  which  is  sponsored  by  the  NIH,  will 
be  held  March  25-27  in  Bethesda,  Maryland.  Open  to  the  public.  For  more 
information,  write  Conference  Registrar,  Prospect  Associates,  1801  Rockville 
Pike,  Suite  500,  Rockville,  MD  20852,  call  301-468-MEET,  or  fax 
301-770-5164. 

CALENDAR  OF  EVENTS  . . 

. IN  BRIEF 

March  4-5 

Man-Made  Mineral  Fibers:  Status  of  Health  Risk  Assessment 
Call  Dr.  Jacqueline  Corn  at  301-955-2609 

March  5 

Rheumatology  Update 

Call  the  Arthritis  Foundation  office  at  764-8254 

March  8 

Maximizing  Performance:  Diagnosis  and  Treatment  of  Exercise-Induced 
Asthma  in  Athletes 

Call  Sylvia  Brocka  or  Linda  Forrette  at  573-4400 

March  22-23 

Phototherapy  and  Photochemotherapy:  An  Update  for  the  ’90s 
Call  Sally  George  at  301-955-2959 

April  10-12 

Topics  in  Ambulatory  Medicine  V 
Call  Francette  Boling  at  301-955-2959 

April  12-13 

Controversies  in  the  Management  of  Breast  Cancer 
Call  Ann  J.  Boehme  at  718-470-8650 
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April  21-23  8th  National  Conference  on  Prescription  Medicine  Information 
and  Education 
Call  202-347-6711 


April  25-27  Advances  in  Hip  and  Knee  Arthroplasty 
Call  Francette  Boling  at  301-955-2959 


May  7-10  28th  Annual  Infectious  Disease  Symposium 
Call  William  J.  Holloway,  M.D.,  at  428-2744 


AAay  10  and  11  Annual  Meeting:  Virginia  Society  of  Ophthalmology 
Call  Donna  Scott  at  804-353-2721 


May  16-17  Pediatric  Allergy  and  Immunology  for  the  Practitioner 
Call  Juliet  M.  Nutt  at  301-955-2959 


July  20-27  Topics  in  Contemporary  Medicine 
Call  612-588-9478 
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GRAND  ROUNDS 


Atheroembolization:  Case  Report  and  Review 


Mark  S.  Rosenbloom,  M.D. 


Atheroembolization  has  been  called  “the  great 
masquerader”  because  of  the  numerous  clinical 
syndromes  that  it  can  mimic.'  Degeneration  of 
atherosclerotic  plaque  can  result  in  embolization 
of  atheromatous  debris.  Numerous  end  organs, 
such  as  the  brain,  heart,  kidneys,  intestines,  and 
skin,  can  be  affected.  The  case  presented  in  this 
report  demonstrates  the  protean  manifestations 
of  atheroembolization. 

CASE  PRESENTATION 

The  patient  was  a 71-year-old  white  woman 
whose  chief  complaints  were  shortness  of 
breath  and  inability  to  urinate.  The  present 
illness  began  one  month  previously,  when  she 
developed  acute  pulmonary  edema,  which  was 
attributed  to  coronary  artery  disease.  At  that 
time,  she  undei^ent  percutaneous  transluminal 
coronary  angioplasty.  She  had  a medical  history 
significant  for  myocardial  infarction  and 
hypertension.  In  addition,  she  had  type  II 
diabetes  mellitus  and  required  insulin.  Other 
risk  factors  for  atherosclerotic  vascular  disease 
included  cigarette  smoking  and  a family  history 
of  vascular  disease.  Her  medications  were 
enalapril  maleate  (Vasotec),  aspirin  (Ecotrin), 
nitroglycerin,  and  NPH  insulin. 

Dr.  Rosenbloom  is  a vascular  surgeon,  Department  of  Surgery,  Medical  Center 
of  Delaware,  and  a Clinical  Assistant  Professor  of  Surgery,  Jefferson  Medical  Col- 
lege, Philadelphia,  Pennsylvania. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  on  September  7,  1990. 
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Pertinent  findings  on  physical  examination  in- 
cluded a left  carotid  bruit,  a loud  murmur  of 
mitral  insufficiency,  and  rales  at  both  lung  bases. 
Livedo  reticularis  was  seen  on  the  lower  legs  and 
forefeet  bilaterally.  The  toes  of  both  feet  were 
cyanotic  and  tender.  Pulses  were  palpable  in  the 
femoral,  popliteal,  posterior  tibial,  and  dorsalis 
pedis  arteries  bilaterally.  The  blood  urea 
nitrogen  was  100  mg/dl,  and  the  creatinine  was 
8.8  mg/dl.  A chest  radiograph  demonstrated 
pulmonary  edema. 

The  working  diagnosis  was  acute  renal  failure 
due  to  atheroembolization.  Hemodialysis  was  in- 
itiated through  a femoral  vein  catheter  and 
subsequently  through  a surgically  created 
arteriovenous  shunt  in  the  arm.  The  livedo 
reticularis  and  digital  cyanosis  gradually  improv- 
ed, and  dry  gangrene  developed  on  the  tips  of  the 
toes.  Aortography  revealed  ulcerated 
atherosclerotic  plaque  from  the  lower  thoracic 
aorta  to  the  aortic  bifurcation  (Figure  1).  Two 
weeks  after  admission,  the  patient  developed 
leukocytosis  and  recurrent  livedo  reticularis  that 
included  the  lower  half  of  the  abdomen  and  both 
lower  extremities.  At  this  time,  she  complained 
of  abdominal  pain  with  distention,  which  resolv- 
ed over  the  next  48  hours.  The  livedo  reticularis 
and  abdominal  pain  were  attributed  to  a second 
episode  of  atheroembolization  with  intestinal  as 
well  as  lower  extremity  involvement. 
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Figure  1.  Aortogram  shows  irregularity  and  ulceration  of  the 
lower  thoracic  and  abdominal  aorta.  The  infrarenal  aorta  is 
markedly  narrowed  (arrow). 

The  patient  underwent  thoracoabdominal 
aortic  exploration  through  an  extended 
retroperitoneal  incision.  The  lower  thoracic  aorta 
was  managed  by  endarterectomy,  and  the 
infrarenal  aorta  was  replaced  with  a prosthetic 
graft.  It  was  necessary  to  reimplant  the  inferior 
mesenteric  artery  to  ensure  intestinal  perfusion. 
The  endarterectomy  specimen  from  the  thoracic 
and  visceral  segment  of  the  aorta  showed  exten- 
sive ulcerated  atherosclerotic  plaque  (Figure  2, 
page  162).  A small  nodule  was  discovered  in  the 
left  lung  and  removed. 

Postoperative  complications  included  extensive 
atheroembolization  to  the  left  buttock  (Figure  3, 
page  163),  lobar  atelectasis  requiring 
bronchoscopy,  and  staphylococcal  bacteremia. 
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The  incidentally  discovered  lung  nodule  proved 
to  be  a poorly  differentiated  adenocarcinoma. 
Debridement  of  the  buttock  wound  was  required 
in  preparation  for  skin  grafting.  Supplemental 
nutrition  with  enteral  feedings  was  necessary. 

Four  weeks  postoperatively,  during  hemo- 
dialysis, the  patient  became  hypotensive  and 
suffered  cardiac  arrest.  She  was  resuscitated 
successfully  but  suffered  ischemic  encephalo- 
pathy and  never  fully  regained  consciousness. 
After  discussion  with  the  family,  the  decision  was 
made  not  to  resuscitate  the  patient  in  the  event 
of  future  cardiac  arrest.  During  subsequent 
hemodialysis,  she  suffered  respiratory  arrest.  No 
attempts  at  resuscitation  were  made,  and  she 
died  six  weeks  postoperatively. 

DISCUSSION 

When  atherosclerotic  plaque  degenerates, 
there  may  be  plaque  disruption  and  embolization 
of  atheromatous  material.^  The  embolized 
material  can  include  large  fibrin  thrombus  or 
portions  of  the  atheromatous  plaque.  If  large  em- 
boli occur,  there  will  be  occlusion  of  large  arteries, 
which  will  compromise  single  organs  or  limbs. 
Microscopic  emboli  consisting  of  cholesterol 
crystals  occlude  vessels  measuring  100  to  200 
microns  in  diameter  and  are  usually  diffuse,  in- 
volving multiple  organs  or  anatomic  sites.^ 
Microscopic  atheroembolization  or  cholesterol 
embolization  has  been  termed  “the  great  mas- 
querader” because  of  its  diverse  manifestations 
and  ability  to  mimic  other  illnesses.' 
Cholesterol  crystals  are  dissolved  on  routine 
fixation,  leaving  needle-shaped  “ghosts”  where 
the  crystals  had  been.'  Varying  degrees  of 
inflammatory  reaction  are  noted,  with  polymor- 
phonuclear leukocytes,  eosinophils,  macro- 
phages, and  giant  cells.'  The  degree  of  tissue 
loss  beyond  the  occluded  vessel  will  vary  with  the 
amount  of  collateral  circulation  present. 

Atheroembolization  can  occur  spontaneously 
or  as  a result  of  vascular  manipulation."'  Less 
commonly,  it  has  been  reported  in  association 
with  anticoagulation  or  fibrinolytic  therapy.^^ 
The  most  common  etiology  of  spontaneous 
atheroembolization  is  ulcerated  atheromatous 
plaque  within  the  aorta  or  iliac  and  femoral 
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arteries.^'®’®  Arterial  aneurysms,  particularly 
popliteal  aneurysms,  are  also  a source  of 
atheroembolization.'”'"  Atheroembolization  due 
to  arterial  manipulation  is  a well-recognized 
complication  of  vascular  operations,  most  often 
aortic  procedures.®’^^ 

Percutaneous  arterial  diagnostic  and 
therapeutic  procedures  are  another  cause  of 
atheroembolization  and  will  be  seen  more  fre- 
quently with  increasing  utilization  of  these  pro- 
cedures in  an  aging  population.  In  an  autopsy 
study,  cholesterol  embolization  was  found  in  30 
percent  of  patients  who  had  undergone  aor- 
tography and  in  25.5  percent  of  those  who  had 
undergone  cardiac  catheterization,  compared 
with  4.3  percent  of  age-matched  control  pa- 
tients. On  review  of  the  recent  literature,  no 
reports  were  found  of  atheroembolization 
associated  with  catheterization  through  the 
brachial  artery;  all  reports  were  of  transfemoral 
catheterizations.'^  The  preponderance  of 
transfemoral  catheterizations  associated  with 
atheroembolization  is  consistent  with  the  high 
incidence  of  atherosclerosis  in  the  abdominal  aor- 
ta. Skin  changes  and  renal  failure  may  develop 
insidiously  and  may  not  be  recognized  for  months 
after  catheterization. Intestinal  infarction,  a 
more  dramatic  and  acute  problem,  also  has  been 
reported  immediately  following  retrograde 
angiography  as  well  as  spontaneously.'®  '® 

Atheroembolization  has  been  reported  in 
association  with  anticoagulation  and  throm- 
bolytic therapy.  Warfarin-  (Coumadin)  associated 
“purple  toe  syndrome”  is  not  a toxic  effect  of 
Coumadin  on  skin  capillaries  but  a result  of 
atheroembolization,  as  proved  on  histologic 
study.®  Cholesterol  emboli  that  develop  during 
thrombolytic  therapy  are  thought  to  result  from 
dissolution  of  cholesterol-containing  thrombus  in 
atherosclerotic  plaque.®^  Anticoagulants  may 
increase  the  risk  for  atherosclerotic  subplaque 
hemorrhage  and  plaque  ulceration.  Embolic  com- 
plications of  carotid  artery  atherosclerosis  are 
well  documented  when  ulceration  and  subplaque 
hemorrhage  are  present.'^ 

As  mentioned  earlier,  the  clinical  manifesta- 
tions of  atheroembolization  can  be  diverse. 
Cholesterol  crystals  have  been  reported  in  the 
brain,  retina,  spinal  cord,  spleen,  adrenal  glands, 
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kidneys,  intestine,  stomach,  liver,  pancreas, 
heart,  penis,  scrotum,  and  lower  extremities.'  ® '® 
Symptoms  vary  with  the  organ  systems  involv- 
ed.' When  patients  present  with  gangrenous 
toes,  the  differential  diagnosis  between 
atherosclerotic  occlusive  disease  and  atheroem- 
bolization can  be  determined  by  examination  of 
pulses  or  by  noninvasive  arterial  evaluation.'® 
An  atheroembolism  can  lead  to  elevation  of  the 
erythrocyte  sedimentation  rate,  renal  failure, 
myalgia,  and  abdominal  pain,  mimicking 
polyarteritis  nodosa.'  Atheroemboli  to  the  pan- 
creas will  mimic  pancreatitis.'  Vague  abdominal 
pain  with  occult  blood  or  melena  can  be  a result 
of  atheroemboli  and  may  be  difficult  to  differen- 
tiate from  other  gastrointestinal  conditions.' 

Most  reports  of  atheroembolization  highlight 
livedo  reticularis  in  the  lower  extremities,  par- 
ticularly the  feet,  calves,  and  thighs,  as  well  as 
involvement  of  the  scrotum,  perineum,  and  but- 
tocks.®'®'® Livedo  reticularis  is  a red-blue  mot- 
tling in  a net-like  pattern  that  is  caused  by  occlu- 
sion of  skin  microcirculation  (Figure  4,  page 
164).'®  Patients  often  complain  of  myalgias  at  the 
time  of  vascular  intervention,  before  the  onset  of 
livedo  reticularis.'®  In  a study  of  233  patients 
with  histologically  proven  cholesterol  emboli, 
livedo  reticularis  was  present  in  49  percent, 
gangrene  in  35  percent,  cyanosis  in  28  percent, 
ulceration  in  13  percent,  subcutaneous  nodules  in 
10  percent,  and  purpura  in  9 percent.^® 

Atheroembolization  isolated  to  the  toes  has 
been  called  the  “blue  toe  syndrome”  and  has  been 
characterized  by  Karmody  and  associates.^' 
Fibrin-platelet  emboli  as  well  as  atheromatous 
emboli  have  been  reported  as  causes  of  blue  toe 
syndrome.^®  Arteriography  and  operative  in- 
tervention to  prevent  recurrent  embolic  events 
and  reduce  the  risk  of  limb  loss  are  usually 
recommended.^'  A recent  retrospective  review 
of  blue  toe  syndrome  showed  that  only  44  percent 
of  the  67  limbs  followed  had  an  uncomplicated 
course.^®  The  cumulative  amputation  rate  was 
32  percent,  involving  primarily  the  toes  or  foot, 
and  in  those  patients  treated  medically,  14  per- 
cent experienced  recurrent  atheroembolic 
events.^® 

Renal  failure  is  a common  manifestation  of  dif- 
fuse atheroembolization.®'®  Progressive  renal  in- 

161 


Grand  Rounds  - Rosenbloom 


Figure  2.  Endarterectomy  specimen  demonstrates  extensive  athero  sclerosis. 


sufficiency  and  hypertension  usually  are  seen.^® 
Although  it  had  been  thought  that  renal  failure 
due  to  atheroembolization  led  to  an  inexorable 
downhill  course  and  death,  this  has  been  shown 
not  to  be  the  case.^’  In  an  autopsy  study, 
Ramirez  and  colleagues  found  cholesterol  emboli 
in  25  percent  of  renal  specimens  of  patients  who 
had  undergone  aortography  and  in  only  4.3  per- 
cent of  renal  specimens  of  patients  who  had  not 
undergone  aortography.'®  The  prognosis  and 
treatment  of  cholesterol  embolization  depend 
primarily  on  whether  the  process  is  disseminated 
or  localized.''  Satisfactory  results  with  the  blue 
toe  syndrome  have  been  obtained  because  the 
vascular  disease  is  isolated  to  the  infrarenal 
aorta,  iliac  arteries,  or  infrainguinal  vessels. 

When  atheroemboli  arise  from  arterial 
segments  below  the  visceral  vessels,  there  is  less 
likelihood  of  renal  or  intestinal  problems,  and  the 
operation  is  associated  with  lower  mortality  and 
morbidity.  Arteriography  followed  by  standard 
vascular  reconstructive  procedures  has  been 
quite  successful  in  reducing  continued  atheroem- 
bolization with  its  inherent  risk  of  tissue 
loss."'’®® 
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In  contrast  to  the  blue  toe  syndrome, 
disseminated  atheroembolization  is  usually  a 
fatal  illness,  as  described  in  this  case  report. 
Unlike  the  patient  in  this  report,  however,  most 
patients  prove  not  to  be  candidates  for  operation 
to  remove  the  source  of  atheroembolization.® 
Medical  management  with  antiplatelet  agents, 
anticoagulants,  vasodilators,  or  steroids  has  not 
been  effective.®  Palliative  operations  to  reduce 
painful  atheroembolization  to  the  lower  ex- 
tremities do  not  reduce  the  risk  of  death,  and  in 
one  report,  all  patients  so  treated  died  within  six 
months  of  diagnosis.®  Dahlberg  and  associates 
highlighted  the  diverse  manifestations  of 
disseminated  atheroembolization  in  their  report 
of  22  patients  followed  with  atheroemboli  in  the 
kidney,  spleen,  intestine,  pancreas,  adrenal 
glands,  spinal  cord,  penis,  legs,  feet,  and  toes.® 
Fourteen  of  these  22  patients  died.  Two  patients 
were  thought  to  be  candidates  for  vascular 
reconstruction;  only  one  survived  the  operation. 
Most  of  these  patients  died  within  six  months  of 
diagnosis,  although  there  were  three  patients 
who  survived  longer  than  one  year. 
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Figure  3.  Extensive  skin  necrosis  following  atheroembolization  to  left  buttock. 


Atheroembolization  is  an  important  condition 
to  recognize.  It  often  presents  as  a blue  toe  or 
livedo  reticularis  of  the  lower  extremity  but  may 
mimic  many  other  illnesses.  If  the  patient  is  for- 
tunate and  the  arterial  disease  is  confined  to  the 
infrarenal  aorta  or  distal  arteries,  surgical 
management  can  be  very  effective.  However,  in 
the  disseminated  form,  atheroembolization  is  a 
disease  with  a very  poor  prognosis. 
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Prognostic  Factors  in  Breast  Cancer: 
Pathologic  Features  That  Reflect  Behavior 


John  Fernandes,  D.O. 


Abstract 

The  anatomical  presentations  and  subsequent 
biological  behavior  of  mammary  cancer  reflect 
the  heterogeneity  of  this  tumor.  Therapeutic  deci- 
sions, prognostic  indicators  and  outcome  analysis 
became  most  meaningful  when  variations  in 
these  tumors  are  identified.  The  pathological 
features  that  best  reflect  the  biological  behavior 
of  mammary  cancer  that  have  stood  the  test  of 
time  include  tumor  invasiveness,  tumor  size, 
histologic  features,  axillary  node  status,  and  hor- 
mone status.  Recent  data  suggest  that  DNA 
ploidy  and  S-phase  analysis  not  only  complement 
tissue  hormonal  prognostic  factors,  but  also  may 
be  of  use  in  predicting  the  biological  behavior  of 
node-negative  patients. 

Mammary  carcinoma  affects  one  of  every  10 
American  women  during  their  life.  In  1989  it  ac- 
counted for  approximately  43,000  cancer  deaths. 
Some  patients  may  present  with  a very  indolent 
disease,  and  others  display  a rapidly  progressive 
disease,  refractory  to  therapy. 

In  the  current  approach  to  the  treatment  of 
breast  cancer,  the  comparison  of  the  various 
forms  of  therapy  must  take  into  account  this 
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heterogeneity  of  what  is  called  mammary  cancer. 
This  spectrum  of  disease  reflected  in  anatomic 
findings  permits  a reasonable  assessment  of  the 
prognosis  of  patients  and  allows  comparisons  of 
forms  of  therapy.  The  pathologic  features  of  mam- 
mary carcinoma  that  reflect  its  biologic  behavior 
extend  from  an  in  situ  stage  (noninvasive) 
through  frank  invasion  to  distant  metastasis. 

Premalignant  forms  of  breast  disease  are 
recognized,  and  since  these  proliferative  breast 
lesions  do  not  progress  to  invasive  carcinoma  in 
significant  numbers,  one  properly  considers  these 
histologic  forms  to  be  indicators  only  of  increased 
risk,  not  prognostic  factors.  Follow-up  studies  of 
women  after  benign  breast  biopsy  have  determin- 
ed the  clinical  significance  of  various  changes 
properly  considered  as  anatomic  risk  factors,  and 
the  risk  groups  identified  in  the  consensus  com- 
mittee supported  by  the  American  College  of 
Surgeons  and  the  College  of  American 
Pathologists  continue  under  surveillance  and 
screening  in  these  populations.^’^ 

Table  1 summarizes  the  relative  risk  for  in- 
vasive breast  cancer  based  on  pathologic  ex- 
amination of  benign  breast  tissue.  Little  has 
changed  since  the  consensus  committee  delibera- 
tions, except  that  maternal  age  at  birth  of  first 
child  interacts  with  anatomic  risk  factors. 
Women  who  experienced  a first  child  birth  at  an 
early  age  have  a decreased  risk  of  breast  cancer 
within  each  histologic  risk  group.^ 
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Relative  Risk  for  Invasive  Breast  Carcinoma 
Based  on  Pathologic  Examination 
of  Benign  Breast  Tissue 

No  Increased  Risk 

Women  with  any  lesion  specified  below  in 
a biopsy  specimen  are  at  no  greater  risk  for 
invasive  breast  carcinoma  than  comparable 
women  who  have  had  no  breast  biopsy: 
Adenosis,  sclerosing  or  florid 
Apocrine  metaplasia 
Cysts,  macro  and/or  micro 
Duct  ectasia 
Fibroadenoma 
Fibrosis 

Hyperplasia,  mild  (more  than  2 but  not 
more  than  4 epithelial  cells  in  depth) 
Mastitis  (inflammation) 

Periductal  mastitis 
Squamous  metaplasia 

Slightly  Increased  Risk  (1.5-2x) 

Women  with  any  lesion  specified  below  in 
a biopsy  specimen  are  at  slightly  increased 
risk  for  invasive  breast  carcinoma  relative 
to  comparable  women  who  have  had  no 
breast  biopsy: 

H)q)erplasia,  moderate  or  florid,  solid  or 
papillary 

Papilloma  with  fibrovascular  core 

Moderately  Increased  Risk  (5x) 

Women  with  a lesion  specified  below  in  a 
biopsy  specimen  are  at  moderately  increas- 
ed risk  for  invasive  breast  carcinoma 
relative  to  comparable  women  who  have 
had  no  breast  biopsy: 

Atypical  hyperplasia  (borderline  lesion) 
Ductal 
Lobular 

Table  1 

Summary  of  Consensus  Meeting* 

*After  Hutter  RVP,  et  al.  Survey  of  consensus 
meeting.  Arch  Pathol  Lab  Med.  1986;110:171-3,  and 
adapted  from  College  of  American  Pathologists  press 
release,  1985. 


Intraductal  Carcinoma 

First  in  the  assessment  of  the  significance  of 
breast  cancer  is  the  determination  whether  the 
neoplasm  is  invasive.  Noninvasive  “ductal  car- 
cinoma in  situ”  (DCIS)  malignancies  are  early  in 
the  biological  spectrum  and  lack  the  capacity  to 
metastasize.  These  neoplasms  are  cured  by 
mastectomy.  Local  excision  alone  is  followed  by 
reoccurrence  in  25  to  75  percent  of  the  cases.^  ® 

The  finding  of  DCIS  by  screening  mam- 
mography has  increased  from  5 percent  in  the 
late  1970s  to  15  to  20  percent  in  recent  series.®’^ 

Couple  the  current  increased  finding  of  DCIS 
with  breast  conservation  as  an  alternative  treat- 
ment for  invasive  cancer,  and  one  recognizes  that 
efforts  should  be  made  to  identify  patients  who 
can  be  adequately  treated  using  breast  conserva- 
tion methods  - either  surgery  alone  or  in  com- 
bination with  radiotherapy.  Published  data  from 
early  trials  using  excision  alone  or  excision®'^® 
with  radiotherapy  for  DCIS  report  overall  sur- 
vival from  98  to  100  percent  for  most  of  the  follow- 
up periods  of  up  to  four  to  five  years.®’“ 
Although  these  trials  suggest  that  breast  conser- 
vation has  a place  in  treatment  of  DCIS,  longer 
term  follow-up  data  will  be  necessary  to 
determine  appropriate  therapeutic  choices.  The 
National  Surgical  Adjunct  Breast  Project  is 
currently  conducting  a randomized  clinical  trial 
(B-17)  in  which  excision  alone  is  compared  with 
excision  and  radiotherapy. 

Until  the  long-term  data  are  available,  it  is  ap- 
parent that  consideration  of  patients  for  breast 
conservation  treatment  will  require  careful 
cooperation  between  the  pathologist,  radiologist 
and  surgeon  to  define  the  full  extent  of  the  lesion 
and  the  adequacy  of  the  resection. 

Tumor  Size 

When  the  diagnosis  of  infiltrating  breast  car- 
cinoma is  rendered,  other  factors  assist  in  defin- 
ing the  prognosis.  Of  these,  tumor  size  is  most 
relevant.  Cancers  less  than  1 cm  in  diameter 
metastasize  in  about  15  percent  of  cases,  and  pa- 
tients with  these  tumors  will  have  a survival  of 
at  least  90  percent  at  five  years. Cancers  be- 
tween 1 and  2 cm  have  a greater  likelihood  of 
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metastasis,  and  survival  is  correspondingly 
decreased.  With  cancers  between  2 and  2.5  cm, 
the  incidence  of  metastasis  is  approximately  40 
percent,  and  survival  is  about  65  percent  at  five 
years. 

As  size  is  related  to  survival,  lesions  4 cm  or 
lau’ger  do  correspondingly  poorly.  The  presence  of 
axillary  metastasis  in  patients  with  lesions  of 
comparable  size  reduces  the  survival  to  approx- 
imately half  that  of  patients  without 
metastasis. 

Axillary  Node  Status 

The  most  important  prognostic  discriminant 
for  patients  with  invasive  breast  cancer  without 
distant  metastasis  is  the  presence  or  absence  of 
metastatic  cancer  in  axillary  lymph  nodes.^^ 
The  number  of  positive  nodes  is  of  greater  value 
than  the  level  of  invasion,  as  the  lower  levels  of 
invasion  are  usually  involved  first. 

TDday,  most  patients  are  classified  in  one  of 
three  general  categories:  those  who  are  node- 
negative, those  with  up  to  three  nodes  involved, 
and  those  with  four  or  more  positive  nodes.  The 
respective  five-year  survival  rates  for  these 
groups  are  83  percent,  75  percent,  and  46  percent. 
The  five-  and  10-year  survival  rate  of  women  with 
only  a single  axillary  metastasis  is  about  equal 
to  that  of  a patient  with  negative  nodes,  and  it 
takes  more  than  10  years  of  follow  up  before  the 
negative  effect  of  a single  node  occurs. 

In  premenopausal  women  (younger  than  50 
years  of  age)  the  outcome  is  worse  with  two  or 
more  nodes,  while  in  post-menopausal  women 
(older  than  50  years)  there  is  a worse  outcome 
with  four  or  more  positive  nodes.^^'^^  A solitary 
node  metastasis  in  excess  of  2 cm  in  greatest 
diameter  is  the  equivalent  of  three  or  more 
positive  lymph  nodes  not  enlarged  by  tumor. 
Although  lymph  node  status  identifies  patients 
with  markedly  different  outcomes,  negative  node 
status  does  not  identify  those  patients  who 
should  be  candidates  for  adjuvant  therapy. 

Histologic  Features 

The  histologic  types  of  breast  cancer  can  be 
separated  into  those  tumors  with  a favorable  prog- 
nosis (colloid,  papillary,  adenoid  cystic,  tubular, 
juvenile  [secretory]  carcinoma  and,  perhaps, 
medullary  carcinoma)  and  those  with  a less 
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favorable  prognosis  (signet  ring  carcinoma,  in- 
filtrating lobular  [scirrhous],  carcinosarcoma, 
and  inflammatory  carcinoma). The  un- 
favorable types  of  cancers  make  up  approximate- 
ly 20  percent  of  all  carcinomas  of  the  breast. 

The  most  common  type  of  breast  cancer  is 
classified  as  infiltrating  ductal  type,  not  other- 
wise specified  (N.O.S.).  This  is  a nonspecific  type 
of  cancer  composed  of  relatively  large  cells.  For 
these  neoplasms,  differentiation  by  histologic 
grade  has  been  successful. Grading  is  best 
accomplished  and  most  reproducible  when  a 
three-tiered  system  is  used:  Grade  1 (well  dif- 
ferentiated), Grade  2 (moderately  differentiated) 
and  Grade  3 (poorly  differentiated). 

The  grading  of  neoplasms  has  been  criticized 
because  of  its  subjective  nature  with  reported 
high  levels  of  intraobserver  disagreement. 
Some  auth  rs  suggest  that  an  expert  breast 
cancer  pathologist  is  necessary  for  appropriate 
decision-making.®  Other  authors  suggest  these 
criticisms  have  been  satisfactorily  resolved.®®'®^ 
The  usefulness  of  grading,  particularly  in  in- 
filtrating duct  carcinoma,  is  relevant  because  the 
correlation  with  survival  extends  for  20  years.®® 
Finally,  the  histologic  identification  of  lymphatic 
and/or  blood  vessel  invasion  is  always  associated 
with  a poor  prognosis.®®'^®  Histologic  variables 
are  summarized  in  Table  2. 


Relative  Risk  of  Reoccurrence 


Tumor  Variable 

Low 

High 

TVpe 

Colloid 

Signet  ring 

Papillary 

Infiltrating 

lobular 

Adenoid  cystic 

Inflammatory 

Tubular 

Juvenile 

Medullary 

Carcinosarcoma 

Grade 

I 

III 

(well- 

(poorly- 

differentiated) 

differentiated) 

Lymph  Node  or 
Blood  Vessel 
Invasion 

Absent 

Present 

Table  2 


Histologic  Variables  with 
Prognostic  Significance 
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Estrogen  and  Progesterone  Receptors 

Receptor  assays,  initially  developed  to  identify 
lesions  responsive  to  hormonal  therapy, 
separated  tumors  into  those  that  are  receptor 
positive  (which  are  better  differentiated  and  re- 
spond to  hormonal  therapy)  and  those  that  are 
receptor  negative  (which  are  histologically  poorly 
differentiated  and  exhibit  a poor  response  to  en- 
docrine therapy). 

The  prognostic  significance  of  estrogen  recep- 
tor positivity  (ER)  in  breast  cancer  was  first 
recognized  in  the  late  1970s,  when  ER-negative 
lesions  reoccurred  at  twice  the  rate  of  ER-positive 
lesions.^^  Further  large  studies  demonstrate 
that,  although  ER  positivity  can  separate  node- 
negative patients  into  subsets  with  different 
rates  of  reoccurrence,  ER  status  alone  does  not 
differentiate  enough  for  treatment  decisions. 
Progesterone-positive  receptors  (PGR)  are  a more 
important  discriminator  for  survival  in  node- 
positive patients.^® 

DNA  Ploidy  and  S-Phase  Analysis 

Flow  cytometry  analysis  of  breast  carcinoma 
cells  determines  the  DNA  content  or  “ploidy” 
status.  When  a tumor  exhibits  DNA  content 
equal  to  that  of  normal  cells,  it  is  referred  to  as 
diploid,  and  when  the  DNA  content  is  abnormal- 
ly high  or  low  as  compared  with  normal  cells,  the 
tumors  are  referred  to  as  aneuploid.  Large 
studies  of  DNA  ploidy  of  breast  cancer  cells  have 
demonstrated  that  ploidy  status  is  an  important 
and  powerful  independent  prognostic  factor  for 
breast  cancer.^’^°  In  node-negative  patients, 
diploid  tumors  have  a significant  disease-free  sur- 
vival when  compared  to  aneuploid  tumors. 

As  an  indirect  measurement  of  tumor  cell  pro- 
liferation, flow  cytometry  analysis  also  provides 
the  percent  of  tumor  cells  within  the  S-phase  of 
the  cell  cycle.  The  S-phase  (SPF)  represents  those 
cells  which  are  between  the  G-1  and  G-2  peaks. 
SPF  on  breast  cancer  cells  has  demonstrated  that 
the  SPF  is  an  important  prognostic  factor  for 
breast  cancer,  correlates  with  ploidy  status,  and 
has  significance  in  node-negative  patients.^® 
Lower  SPF  percents  are  associated  with  diploid 
neoplasms  and  lower  risks  of  reoccurrence  in 
node-negative  patients,  whereas  elevated 
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SPF  percents  are  associated  with  aneuploid 
neoplasms  and  a worse  prognosis.  DNA 
content  and  SPF  analysis  are  currently  being 
used  in  trials  to  see  if  they  are  potential  markers 
to  predict  responsiveness  to  adjuvant 
chemotherapy.^®’^® 

Oncogenes 

Oncogenes  are  genes  which  are  believed  to  in- 
duce malignancy  through  cell  growth  and  dif- 
ferentiation. Activation  of  oncogenes  can  EU'ise  by 
mutation,  amplification,  or  increased  transcrip- 
tion. Amplification  of  oncogenes  HER-2/NEU 
and  C-MYC  has  been  observed  in  breast 
cancer.®^'®®  Amplification  of  HER-2/NEU  has 
been  shown  to  identify  those  patients  at  high  risk 
for  reoccurrence  and  death. 

Conclusion 

The  anatomic  extent  of  the  disease  of  breast 
cancer  through  analysis  of  tumor  invasiveness, 
tumor  size,  histologic  features,  axillary  node 
status  and  hormone  status  reflect  the  biologic 
behavior  of  this  neoplasm.  Over  time,  these 
features,  when  taken  together,  help  to  define  an 
approach  to  the  management  of  this  disease.  If 
research  developments  continue  and  eventually 
determine  that  oncogene  markers  alone  can 
predict  a tumor’s  biologic  behavior,  the  future 
care  of  the  breast  cancer  patient  will  no  longer 
be  determined  by  anatomic  extent  of  disease,  but 
by  genetic  disposition. 

Reference 

1.  Page  PL,  Dupont  WD.  Anatomic  msirkers  of  human  premalignancy  and  risk 
of  breast  cancer.  Cancer.  1990;66:6. 

2.  Hutter  RVP,  et  al.  Consensus  meeting.  Is  “fibrocystic  disease”  of  the  breast 
precancerous?  Arch  Pathol  Lab  Med.  1986;110:171-3. 

3.  Dupont  WD,  P&ge  DL.  Breast  cancer  risk  associated  with  proliferative  disease, 
age  at  first  birth,  and  a family  history  of  breast  cancer.  Am  J Epidemiol. 
1987;125:769-79. 

4.  Betsill  Jr.  WL,  Rosen  PP.  Liebman  PH,  Robbins  GF.  Intraductal  carcinoma. 
Long-term  follow-up  after  treatment  by  biopsy  alone  JAMA.  1983;239. 1967. 1978. 

5.  Page  DL,  Dupont  WD,  Rogers  LW,  Landenberger  RN.  Intraductal  carcinoma 
of  the  breast:  follow-up  after  biopsy  only.  Cancer.  1982;49:751-8. 

6.  Verbeek  ALM,  Holland  R,  Sturmans  F,  et  al.  Reduction  of  breast  cancer  mor- 
tality through  mass  screening  with  modern  mammography:  first  results  of  the 
Nijmegen  project,  1975-1981.  Lancet.  1984;1:1222. 

7.  Baker  JH.  Breast  cancer  detection  demonstration  project:  five-year  summary 
report.  Cancer.  1982;32:194. 

8.  Osborne  CK.  Prognostic  factors  in  breast  cancer.  Prin  and  Prac  of  Oncol. 
1990;4:3. 

9.  Fisher  ER,  Sass  R,  Fisher  B,  et  al.  Pathologic  findings  from  the  national  surgical 
adjuvant  breast  project  (protocol  6).  I.  Intraductal  carcinoma  (ductal  carcinoma 
in  situ).  Cancer.  1986;57:197. 

10.  Arnesson  LG,  Fagerberg  G,  Frontoft  O.  Is  sector  resection  sufficient  for  cure 
of  in  situ  ductal  cancer  of  the  breast?  (Abstract).  EORTC  FVoceedings.  1987. 

Del  Med  Jrl,  March  1991-Vol.  63,  No.  3 


Scientific  Article  - Fernandes 


11.  Recht  A,  Danoff,  BS.  Solin  LJ.  et  al.  Intraductal  carcinoma  of  the  breast:  results 
of  treatment  with  excisional  biopsy  and  irradiation.  J Clin  Ocol.  1985;3:1339. 

12.  Zafrani  B,  Fourquet  A,  Vilcoq  JR.  et  al.  Conservative  management  of  intraduc- 
tal breast  carcinoma  with  tumorectomy  and  radiation  therapy.  Cancer. 
1986;57;1299. 

13.  Montague  ED.  Conservation  surgery  and  radiation  therapy  in  the  treatment 
of  operable  breast  cancer.  Cancer.  1984;53:700. 

14.  Bedwani  R,  Vana  J,  Rosner  D.  Schmitz  RL,  Murphy  GP.  Management  and  sur- 
vival of  female  patients  with  "minimal”  breast  cancer:  as  observed  in  the  long- 
term and  short-term  surveys  of  the  American  College  of  Surgeons.  Cancer. 
1981:47:2769-78. 

15.  Say  CC,  Donegan  WL.  Invasive  carcinoma  of  the  breast:  prognostic  significance 
of  tumor  size  and  involved  axillary  lymph  nodes.  Cancer.  1974;34:468-71. 

16.  Fisher  ER,  Fisher  B,  Sass  R,  Wickerham  L,  Collaborating  NSABP  in- 
vestigators. Pathologic  findings  from  the  national  surgical  adjuvant  breast  proj- 
ect, XI  bilateral  breast  cancer.  Cancer.  1984;54:3002-11. 

17.  Nemoto  T.  Vana  J,  Bedwani  RN,  Baker  HW.  McGregor  FH,  Murphy  GP. 
Management  and  survival  of  female  breast  cancer:  result  of  a national  survey  by 
the  American  College  of  Surgeons.  Cancer.  1980;45:2917-24. 

18.  Rosen  PP,  et  al.  Axillary  micro-  and  macrometastases  in  breast  cancer.  Ann 
Surg.  1981;194:591-5. 

19.  Rosen  PP,  et  al.  Prognosis  in  state  II  (T1  Nl  MO)  breast  cancer.  Ann  Surg. 
1981:194:576-84. 

20.  Fisher  B,  Slack  NH,  Bross  IDJ,  Cooperating  Investigators.  Cancer  of  the  breast. 
Size  of  neoplasm  and  prognosis.  Cancer.  1969:24:1071-80. 

21.  Fisher  B,  Bauer  M,  Wickerham  DL,  et  al.  Relations  of  number  of  positive  ax- 
illary nodes  to  the  prognosis  of  patients  with  primary  breast  cancer.  An  NSABP 
update.  Cancer.  1983;52:1551-7. 

22.  Rosen  PP,  Groshen  S,  Saigo  P,  et  al.  A long-term  follow-up  study  of  survival 
in  stage  I (T1  NO  MO)  and  stage  II  (Tl  Nl  MO)  breast  carcinoma.  J Clin  Oncol. 
1989;7:355-66. 

23.  Daniel!  HW.  Increased  lymph  node  metastases  at  mastectomy  for  breast  cancer 
associated  with  host  obesity,  cigarette  smoking,  age,  and  large  tumor  size.  Cancer. 
1988;62:429-35. 

24.  Schwartz  GF,  ftitchefsky  AS,  Feig  SA,  Shaber  GS,  Schwartz  AB.  Multicentricity 
of  nonpalpable  breast  cancer.  Cancer.  1980;45:2913-16. 

25.  Gallagher  HS.  Pathologic  types  of  breast  cancer:  their  prognoses.  Cancer. 
1984;53:623-9. 

26.  Fisher  ER,  Gregorio  RM,  Fisher  B.  The  pathology  of  invasive  breast  cancer. 
Cancer.  1975;1:1. 

27.  Fisher  ER,  Gregorio  RM,  Fisher  B.  The  pathology  of  invasive  breast  cancer. 
A syllabus  derived  from  findings  of  the  national  surgical  adjuvant  breast  project 
(protocol  #4).  Cancer.  1975;36:No  1,  1-85. 

28.  Black  MM,  Barclay  THC,  Hankey  BF.  Prognosis  in  breast  cancer  utilizing 
histologic  characteristics  of  the  primary  tumor.  Cancer.  1975;36:2048-55. 

29.  Bloom  HJC,  Richardson  WW.  Histological  grading  and  prognosis  in  breast 
cancer.  A study  of  1409  cases  of  which  359  have  been  followed  for  15  years.  Br  J 
Cancer.  1957;11:359-77. 

30.  Fisher  ER.  The  pathologist’s  role  in  the  diagnosis  and  treatment  of  invasive 
breast  cancer.  Surg  Clin  North  Am.  1978;58:705-21. 

31.  Hultborn  KA,  Tbmbeerg  B.  Mammary  Carcinoma.  The  biologic  character  of 
mammary  carcinoma  studied  in  517  cases  by  a form  of  malignancy  grading.  Ac- 
ta Radio  (Supp)  (Stockh).  1960;196:1-143. 

32.  Kouchoukos  NT,  Ackerman  LV,  Butcher  Jr.  HR.  Prediction  of  axillary  nodal 
metastases  from  the  morphology  of  primary  mammary  carcinoma  --  a guide  to 
operative  therapy.  Cancer.  1967;20:948-60. 

33.  Lane  N,  Boskel  H,  Salerno  RA,  Haagensen  CD.  Clinicopathologic  analysis 
of  the  surgical  curability  of  breast  cancers:  a minimum  ten-year  study  of  personal 
series.  Ann  Surg.  1961;153;483-98. 

34.  Gilchrist  KW,  Kalissh  L,  (jould  VE,  et  al.  Interobserver  reproducibility  of 
histopathological  features  in  stage  II  breast  cancer.  Breast  Cancer  Res  Treat. 
1985;5:3. 

35.  Delides  (JS,  Garas  G,  Georgouli  G,  et  al.  Observer  variation  in  the  histological 
grading  of  rectal  carcinoma.  Arch  ftithol  Lab  Med.  1982;36:385-91. 

36.  Henson  DE.  The  histological  grading  of  neoplasms.  Arch  Pathol  Lab  Med. 
1988;112:1091-6. 

37.  Hutter  RUP.  Pathologist  management  of  breast  cancer.  Cancer.  1990;66:6. 

38.  Stenkvist  B,  Bengtsson  E,  Dahlqvist  B,  Eklund  G,  Eriksson  0,  Jarkrans  T, 
Nordin  B.  Predicting  breast  cancer  recurrence.  Cancer.  1982;50:2884-93. 

39.  Lucas  FV,  Perez-Mesa  C.  Inflammatory  carcinoma  of  the  breast.  Cancer. 
1978;41:1595-1605. 

40.  Sampat  MB,  Sirsat  MV,  Gangadharan  P Prognostic  significance  of  blood  vessel 
invasion  in  carcinoma  of  the  breast  on  women.  J Surg  Oncol.  1977;9:623-32. 

41.  Knight  III  WA,  Livingston  RB,  Gregory  EJ,  et  al.  Estrogen  receptor  as  an  in- 
dependent prognostic  factor  for  early  recurrence  in  breast  cancer.  Cancer  Res. 
1977;37:4669. 

42.  McGuire  WL.  Prognostic  factors  in  primary  breast  cancer.  Cancer  Surv. 
1986;5:527. 


43.  Fisher  B,  Redmond  C,  Fisher  ER,  et  al.  Relative  worth  of  estrogen  or  pro- 
gesterone receptor  and  pathologic  characteristics  of  differentiation  as  indicators 
of  prognosis  in  node-negative  breast  cancer  patients:  findings  from  national 
surgical  adjuvant  breast  and  bowel  project  protocol  B-06.  J Clin  Oncol. 
1988:6:1076. 

44.  McGuire  WL,  Clark  GM.  Prognostic  factors  for  recurrence  and  survival  in  ax- 
illary node-negative  breast  cancer.  J Steroid  Biochem.  1990. 

45.  Thorpe  SM,  Rose  C,  Radmussen  BB,  et  al.  Prognostic  value  of  steroid  hormone 
receptors:  multivariate  analysis  of  systemically  untreated  patients  with  node- 
negative primary  breast  cancer.  Cancer  Res.  1987;47:6126. 

46.  Clark  GM,  McGuire  WL.  Steroid  receptors  and  other  prognostic  factors  in 
primary  breast  cancer.  Semin,  Oncol  1988;15:20. 

47.  Ewers  SB,  Langstrom  E,  Baldetorp  B,  et  al.  Flow-cytometric  DNA  analysis 
in  primary  breast  carcinomas  and  clinicopathological  correlations.  Cytometry. 
1984:5:408. 

48.  Cornelisse  CJ,  van  de  Velde  CJH,  Caspers  RJC,  et  al.  DNA  ploidy  and  sur- 
vival in  breast  cancer  patients.  Cytometry.  1987;8:225. 

49.  Kallioniemi  OP,  Blanco  G,  Alavaiko  M,  et  a).  Tumour  DNA  ploidy  as  an  in- 
dependent prognostic  factor  in  breast  cancer.  Br  J Cancer.  1987;56:637. 

50.  Kallion  0,  Blanco  G,  Alavaiko  M,  et  al.  Improving  the  prognostic  value  of  DNA 
flow  cytometry  in  breast  cancer  by  combining  DNA  index  and  S-phase  fraction. 
Cancer.  1988;62:2183-90. 

51.  Dressier  IG,  Seamer  IC,  Owens  MA,  et  al.  DNA  flow  cytometry  and  prognostic 
factors  in  1331  frozen  breast  cancer  specimens.  Cancer.  1988;61:420. 

52.  Clark  GM,  Dressier  LG,  Owens  MA.  Prediction  of  relapse  or  survival  in  pa- 
tients with  node-negative  breast  cancer  by  DNA  flow  cytometry.  N Engl  J Med. 
1989:320:627. 

53.  Kallioniemi  OP,  Blanco  G,  Alavaikko  M,  et  al.  Improving  the  prognostic  value 
of  DNA  flow  cytometry  in  breast  cancer  by  combining  DNA  index  and  S-phase 
fraction.  Cancer.  1988:62:2183. 

54.  Hatschek  T,  Fagerberg  G,  Stal  O,  et  al.  Cytometry  characterization  and  clinical 
course  of  breast  cancer  diagnosed  in  a population-based  screening  program. 
Cancer.  1989;64:1081. 

55.  Fisher  B.  Fisher  ER,  Redmond  C,  and  ftrticipating  NSABP  Investigators.  Tfen- 
year  results  from  the  national  surgical  adjuvant  breast  project  and  bowel  project 
(NSABP)  clinical  trial  evaluating  the  use  of  L-phenylalanine  mustard  (L-PAM) 
in  the  management  of  primary  breast  cancer.  J Clin  Oncol.  1986;4:929. 

56.  Remvikos  Y,  Beuzeboc  P,  Zajdela  A,  et  al.  Correlation  of  pretreatment  pro- 
liferative activity  of  breast  cancer  with  a response  to  cytotoxic  chemotherapy.  J 
National  Cancer  Inst.  1989;81:1383. 

57.  Slamon  DJ,  Godolphin  W,  Jones  LA,  et  al.  Studies  of  the  HER-2/neu  proto- 
oncogene in  human  breast  and  ovarian  cancer.  Science.  1989;244:707-712. 

58.  Mariani-Constantini  R,  Escot  C,  Theillet  C,  et  al.  In  situ  c-myc  expression  and 
genomic  status  of  the  cy-myc  locus  in  infiltrating  ductal  carcinoma  of  the  breast. 
Cancer  Res.  1988;48:199-205. 


Let’s  not 
pollute 
our  ocean 
of  air 


like  we 
polluted 
theirs. 


AMERICAN 
LUNG 

ASSOCIATION® 

The  Christmas  Seal  People® 

Space  contributed  by  the  publisher  as  a public  service. 


Del  Med  Jrl,  March  1991-Vol.  63,  No.  3 


171 


// 


deductions 


If  you’re  looking  for  tax  plan- 
ning and  preparation  for  either  your 
business  or  personal  needs,  please 
call  us.  You’ll  find  efficient  ser- 
vices, reasonable  fees,  and  perhaps, 
a deduction  you  have  missed. 

We’re  members  of  a special 
division  of  the  American  Institute  of 
CPAs.  This  organization  is  dedi- 
cated to  keeping  our  professional 


skills  at  the  highest  level.  And  that’ s 
a real  necessity  in  today’s  changing 
tax  environment. 

We’re  proud  of  our  member- 
ship. It  keeps  us  on  our  toes,  and 
"buttoned  up"  to  save  you  money  by 
finding  some  bril- 
liant deductions  the  a 

next  time  you  file  I 

a tax  return.  i mmr 


Dhrtfiionlor 

cwrgm$ 


Buttoned  up< 


CERTIFIED  PUBLIC  ACCOUNTANTS 

514  Philadelphia  Pike  • Wilmington,  DE  19809 
(302)  762-6380 


BRIEF  REPORT 


The  Omnibus  Budget  Reconciliation  Act  of  1990 
and  the  Revenue  Reconciliation  Act  of  1990 


Anthony  R.  D’Amato,  Jr.,  C.RA. 


After  much  publicized  confrontation  and 
negotiation,  Congress  passed  the  Omnibus 
Budget  Reconciliation  Act  of  1990  and  the 
Revenue  Reconciliation  Act  of  1990.  These  two 
Acts,  coupled  with  two  other  measures,  will 
generate  tax  increases  for  just  about  everyone. 
The  tax  increases  are  targeted  toward  the 
“wealthy”  and,  for  the  most  part,  are  effective  for 
1991  and  later  years.  The  increase  in  taxes  and 
the  proposed  spending  cuts  are  intended  to 
reduce  future  budget  deficits;  whether  this  hap- 
pens remains  to  be  seen. 

The  legislation  amended,  changed  or  created 
approximately  300  code  sections  or  subsections 
to  the  Internal  Revenue  Code  of  1986.  This  arti- 
cle highlights  the  provisions  that  will  affect  most 
individuals. 

For  tax  years  beginning  after  1990,  income  will 
be  taxed  at  three  rates:  15  percent,  28  percent  and 
31  percent.  In  addition,  the  phaseout  of  the  15 
percent  bracket  that  applied  to  certain  high- 
income  taxpayers  has  been  repealed.  Also,  an 
overall  limitation  on  itemized  deductions  and  a 
phaseout  of  personal  exemptions  have  been  in- 
troduced. These  two  adjustments  can  lead  to  an 
effective  tax  rate  of  greater  than  31  percent. 


Mr,  D’Amato  is  the  managing  director  of  Haggerty  & Haggerty,  P.A., 
Wilmington. 


Tax  rates  for  1991  are  as  follows: 


15  percent 

Single  $0-20,350 

Joint  034,000 

Head  cf 

Household  a27,300 


28  percent  31  percent 

$20,35149,300  over  $49,300 

34,001-82,150  over  82,150 

27,301-70,450  over  70,450 


Beginning  in  1991,  personal  exemptions  will  be 
reduced  or  eliminated  as  noted  above.  The 
mechanism  for  the  phaseout  is  for  every  $2,500 
or  fraction  thereof  taxpayers’  adjusted  gross  in- 
comes exceed  their  threshold  amount,  taxpayers 
will  lose  2 percent  of  their  personal  exemptions. 
Threshold  amounts  are  $150,000  (joint),  $125,000 
(head  of  household),  and  $100,000  (single).  Per- 
sonal exemptions  may  not  be  reduced  more  than 
100  percent. 

The  maximum  tax  on  capital  gains  is  28  per- 
cent. There  will  be  no  special  deduction  for  long- 
term capital  gains,  and  all  gains  will  be  taxed  as 
ordinary  income  up  to  the  28  percent  bracket. 

Certain  limitations  regarding  itemized  deduc- 
tions have  been  introduced.  Beginning  in  1991, 
itemized  deductions  will  be  reduced  by  3 percent 
of  the  amount  taxpayers’  adjusted  gross  incomes 
exceed  $100,000.  However,  medical,  casualty 
losses  or  deductions  for  investment  interest  will 
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not  be  affected  by  this  reduction.  In  addition,  elec- 
tive cosmetic  surgery  will  no  longer  be  a tax- 
deductible  medical  expense,  and  reimbursement 
for  these  costs  will  no  longer  be  excludable  from 
taxable  income. 

Effective  after  1990,  taxpayers  must  provide 
taxpayer  identification  numbers  for  any 
dependents  who  were  one  year  old  as  of  the  close 
of  the  tax  year. 

In  1990,  the  first  $51,300  of  earned  income  was 
subject  to  the  7.65  percent  FICA  tax  (Social 
Security).  The  percentage  rate  is  broken  down  to 
6.2  percent  for  old-age,  survivor  and  disability  in- 
surance (OASDI),  and  1.45  percent  for  Medicare 
hospital  insurance  (HI).  Beginning  in  1991,  the 
first  $53,400  will  be  subject  to  the  OASDI  rate  of 


6.2  percent,  but  the  HI  tax  of  1.45  percent  will  be 
applied  to  the  first  $125,000. 

Other  miscellaneous  provisions  affecting  in- 
dividuals were  increases  in  the  earned  income 
tax  credit  and  the  alternative  minimum  tax  rate. 
These  changes  were  extensive  but  affect  few 
people. 

Under  these  new  regulations,  many  taxpayers 
will  face  more  complex  rules  requiring  even  more 
planning  than  ever  before.  You  should  discuss  any 
plans  with  a C.P.A.  before  you  take  action  to 
determine  what  may  or  may  not  be  appropriate 
for  your  situation  - and  start  soon,  because  many 
tax-planning  techniques  produce  a full  benefit 
only  if  implemented  early  in  the  year. 
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DELEGATE'S  REPORT: 

1990  INTERIM  MEETING  OF  THE  AMA  HOUSE  OF  DELEGATES 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Orlando,  Florida,  from 
December  2 through  December  5,  1990.  The 
Medical  Society  of  Delaware  was  represented  by 
Delegates  Daniel  Alvarez,  M.D.,  and  Peter  Cog- 
gins, M.D.  Since  Delegate  Favel  Chavin,  M.D., 
was  unable  to  attend.  Alternate  Delegate  Alfon- 
so Ciarlo,  M.D.,  took  his  place.  President  Ali 
Hameli,  M.D.,  and  Executive  Director  Mark 
Meister  also  attended  the  meeting. 

The  1990  Interim  Meeting  was  composed  of  435 
seated  delegates:  348  representing  state  medical 
societies,  77  representing  national  medical 
specialty  societies,  and  10  representing  medical 
students,  medical  schools,  residents,  the  military, 
USPHS,  and  the  VA. 

Although  it  was  mentioned  that  the  1990  In- 
terim Meeting  considered  a record  number  of 
reports  and  resolutions,  the  fact  that  there  was 
no  outstanding  controversial  issue  (as  there  are 
at  many  meetings)  caused  this  particular 
meeting  to  seem  less  hectic.  In  spite  of  the  lack 
of  great  controversy,  there  were  important  issues 
and  those  that  drew  a certain  amount  of  discus- 
sion and  argument. 

In  a move  that  clearly  implies  a change  in 
previous  AMA  policy,  the  House  voted  to  urge 
classification  of  HIV  infection  as  a communicable 
and  sexually  transmitted  disease.  Although  a 
resolution  that  addressed  informed  consent  was 
deferred,  there  was  a definite  trend  in  thinking 
by  many  delegates  that  unrestricted  testing  of  pa- 
tients suspected  of  HIV  infection  should  be 
allowed.  This  is  one  of  many  issues  that  is  to  be 
further  studied  by  the  Board  of  Trustees  and  to 
be  included  in  a report  at  the  next  Annual 
Meeting,  in  June. 

By  an  overwhelming  vote,  the  House  of 
Delegates  opposed  Medicare  review  of  physician 
office  records,  arguing  that  such  a practice  would 
boost  administrative  costs  and  offers  little  cost 
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benefit,  as  well  as  having  the  potential  to  limit 
Medicare  patients’  access  to  health  care.  The 
House  also  opposed  blanket  preadmission  review 
for  Medicare  patients  and  opposed  mandatory  ap- 
plication of  demerit  points  to  a physician  for 
premature  hospital  discharges.  The  House  also 
asked  the  AMA  to  urge  HCFA  to  modify  regula- 
tions to  require  PROs  to  notify  both  the  president 
of  the  medical  staff  and  the  physician  being  ad- 
judicated in  regard  to  confirmed  quality  prob- 
lems, and  to  implement  a mechanism  such  as 
return  receipt  to  verify  the  physician’s  receipt  or 
PRO  notices  of  quality  problems.  The  AMA  was 
also  urged  to  seek  legislation  that  would  allow 
PROs  to  give  the  physician  involved  copies  of 
records  of  deliberations  in  making  quality 
determinations. 

By  unanimous  vote,  the  House  of  Delegates 
called  for  vigorous  efforts  by  the  AMA  to  seek  the 
immediate  resignation  or  dismissal  of  Richard 
Kusserow,  HCFA  inspector  general.  Mr. 
Kusserow  oversees  Medicare  peer  review 
organizations  and  has  been  accused  of  using 
unlawful  and  unethical  incentive  systems  for 
enforcers,  using  unconstitutional  prosecutorial 
procedures,  failing  to  enforce  the  law, 
mismanagement,  and  public  misstatements. 

The  House  also  voted  to  continue  the  AMA  ef- 
forts to  modify  the  “anti  dumping”  provisions  of 
OBRA  Act  of  1985,  which  was  intended  to  prevent 
inappropriate  transfer  of  indigent  patients  from 
hospital  emergency  rooms.  It  has  recently  been 
construed  by  a judge  to  apply  to  a case  of  possi- 
ble malpractice,  not  “dumping.” 

Several  resolutions  addressed  problems  with 
the  National  Practitioner  Data  Bank.  A 
substitute  resolution  came  from  the  Reference 
Committee  and  was  adopted,  along  with  one  from 
the  Hospital  Medical  Staff  Section.  They  asked 
that  all  malpractice  payments  of  less  than 
$30,000  be  omitted  since  many  of  these  were 
nuisance  claims;  that  efficient  notification  of 
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parties  involved  in  a report  or  inquiry  be  required 
(including  the  use  of  return  receipt  mail);  that 
reports  other  than  license  revocation  be  purged 
after  five  years;  and  that  the  same  data  bank 
reporting  requirements  be  required  of  all  health 
care  practitioners. 

Due  to  the  number  of  reserve  physicians  who 
have  been  called  into  active  duty,  the  House 
passed  resolutions  asking  the  AMA  to  work  for 
legislation  which  would  help  provide  adequate 
professional  liability  for  those  reserve  physicians 
called  into  active  duty  and  also  to  assure  equali- 
ty of  pay  for  reserve  physicians  with  that  of  those 
in  the  active  military  services. 

As  a result  of  recent  involvement  of  physicians 
in  a death  penalty  execution  in  Illinois,  a resolu- 
tion was  passed  reaffirming  the  AMA’s  position 
that  physician  participation  in  legally  authorized 
executions  is  unethical.  State  medical  licensing 
boards  are  to  be  informed  that  participation  is  to 
be  considered  a serious  ethical  violation. 

One  of  the  few  issues  that  generated  much  con- 
troversy among  delegates  was  a resolution  that 
called  for  the  AMA  to  work  toward  eliminating 
insurance  denials  for  pre-existing  conditions.  In 
the  Reference  Committee,  many  delegates 
opposed  the  resolution  because  they  felt  that 
coverage  of  pre-existing  conditions  could  cause 
economic  collapse  of  some  insurers.  Others 
stressed  the  need  to  provide  advocacy  for  patients. 
A substitute  resolution  was  adopted  which  calls 
for  the  AMA  to  do  a comprehensive  study  of  the 
effects  of  pre-existing  conditions  on  the  patients 
as  well  as  the  insurers. 

The  1991  AMA  Budget  was  presented  by  the 
Board  of  Trustees.  Operating  revenues  of  $189.8 
million,  operating  expenses  of  $186.0  million,  in- 
come taxes  of  $1.7  million,  and  nonoperating  ex- 
penses of  $2  million  leave  a bottom  line  of 
$136,000.  No  dues  increase  is  planned  for  1991. 

The  Board  also  presented  a candid  report  of  the 
responsibilities  and  compensation  of  elected  of- 
ficers and  the  Executive  Vice-President.  Officers 
and  board  members  spend  a minimum  of  35  days 
per  year  on  AMA  business,  and  receive  an 
honorarium.  They  also  receive  a per  diem  for 
additional  days  of  service.  Robert  McAfee,  M.D., 
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chairman  of  the  Compensation  Committee, 
pointed  out  that  some  top  officers  spend  up  to  200 
days  per  year  on  AMA  business,  and  that  this  is 
time  lost  from  their  practices.  They  have  certain 
fixed  costs,  such  as  rent,  insurance,  and  salaries 
that  must  be  paid.  Some  officers,  especially  of- 
ficers in  primary  care,  risk  loss  of  part  of  the  prac- 
tices and  must  be  compensated.  Most  delegates 
strongly  supported  the  findings  of  the  report.  One 
delegate  commented  that  “our  trustees  give  us 
a fantastic  representation  at  a very  low  cost.”  The 
candid  nature  of  the  report  was  well  received  by 
virtually  all  delegates. 

A report  from  the  council  of  Ethical  and 
Judicial  Affairs  was  adopted.  The  House 
acknowledged  growing  concern  over  the  relation- 
ship between  the  pharmaceutical  industry  and 
the  medical  community.  The  Council  stated  that 
gifts  that  reflect  customary  practices  of  industry 
may  not  be  consistent  with  principles  of  medical 
ethics.  Gifts  that  are  considered  inappropriate  to 
accept  include  cash  subsidies  for  travel,  lodging 
or  personal  expenses  or  in  compensation  for  time 
spent  at  a meeting;  payment  for  token  consulting 
or  advisory  services;  or  gifts  with  strings 
attached,  such  as  those  given  as  a reward  for  a 
physician’s  prescribing  practices.  Gifts  that  are 
acceptable  include  those  of  educational  value, 
such  as  books;  minimum  cost  office  gifts,  such  as 
notepads,  pens,  etc.;  subsidies  for  CME;  scholar- 
ships for  students;  reasonable  compensation  for 
consultants;  and  modest  meals,  usually  in  con- 
junction with  CME.  Although  the  report  was 
adopted  without  discussion,  many  delegates 
thought  that  it  was  too  vague  and  that  the 
medical  community  needs  a more  specific 
guideline. 

Of  the  few  public  health  issues  addressed  con- 
clusively, the  House  passed  two  resolutions  which 
would  promote  legislation  to  ban  smoking  on  all 
international  airplane  flights  and  to  ban  the  sale 
of  tobacco  products  in  all  VA  hospitals  and 
facilities.  The  House  also  adopted  a resolution  en- 
couraging every  physician  to  become  involved  in 
his  or  her  own  community  in  efforts  to  eliminate 
drug  abuse. 

Further  resolutions  to  encourage  legislation  to 
improve  resident  working  conditions  were 
passed.  A report  from  the  Council  on  Medical 

Del  Med  Jrl,  March  1991-Vol.  63,  No.  3 


Education  was  approved  which  addressed  the 
problems  and  possible  solutions  of  providing 
medical  care  in  rural  areas. 

A passionate  speech  from  AMA  President  C. 
John  Tupper,  M.D.,  included  a report  of  the 
AMA’s  recent  accomplishments.  He  told  the 
House  that  the  “new  AMA  is  more  effective  at 
our  number  one  job  ...  we  are  better  able  to  stand 
up  effectively  for  physicians  and  for  our  patients.” 

As  always,  the  Delegate’s  Report  is  only  a sum- 
mary of  the  more  important  issues  addressed  at 
the  AMA  Interim  Meeting.  Members  may  refer 
to  the  “American  Medical  News,”  particularly  the 
December  14  and  21  issues,  for  more  detailed  in- 
formation. In  addition,  Drs.  Alvarez,  Coggins, 
Ciarlo,  and  Hameli  would  be  more  than  glad  to 
answer  any  questions.  All  members  of  the  AMA 
are  invited  to  the  Annual  Meeting  in  Chicago 
from  June  23  through  June  27,  1991. 

Respectfully  submitted, 


Daniel  A.  Alvarez,  M.D. 
Chairman,  AMA  Delegation 
Medical  Society  of  Delaware 
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Public  Accountant 
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Wilmington,  Delaware  19808 
302-239-6627 
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Retirement  Plans 
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Delegates  Report 

YOCON* 


YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr,)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  intormation  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate.  In- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ /\|sq  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence. ' ■3''*  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . in  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr,  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


179 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


EDITORIALS 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


The  Politics  of  Mammography 


In  a recent  statement  from  Washington,  several 
lawmakers  — Sen.  Brock  Adams  (D-Wash.),  Rep. 
Patricia  Schroeder  (D-Colo.),  and  Sen.  Barbara 
Mikulski  (D-Md.)  — announced  proposed  legisla- 
tion to  be  introduced  to  Congress  next  year  that 
would  set  minimum  federal  standards  for  mam- 
mography. What  lies  behind  such  a laudatory 
goal,  though,  may  affect  more  than  those 
radiologists  and  facilities  providing  mam- 
mography services.  As  with  most  congressional 
actions,  a number  of  forces  and  influences  trig- 
gered this  proposal.  Undoubtedly  the  frustrating 
lack  of  decline  in  breast  cancer  statistics,  with  lit- 
tle improvement  in  long-term  survival,  has 
stimulated  congressional  interest. 

There  is  little  proof  that  the  institution  of 
federal  guidelines  will  have  an  impact  on  those 
grim  statistics.  Physicians,  however,  would  be  fur- 
ther awash  in  a sea  of  bureaucratic  red  tape. 
Although  a seemingly  insignificant  issue,  such 
legislative  proposals  and  the  increasing 
politicization  of  breast  cancer  issues,  particularly 
when  it  proposes  to  detail  the  nuances  of  mam- 
mographic  technique,  casts  an  ominous  shadow 
over  the  future  of  medicine. 

At  an  accompanying  news  conference.  Rep. 
Schroeder  stated,  “too  many  tragic  cases  have 
occurred  where  a woman  has  a mammogram, 
receives  a clean  bill  of  health  and  a few  months 
later  learns  she  has  breast  cancer.”  This  is  an 
unfortunate  statement;  it  is  assumed  that  she 
was  either  ill  informed,  ill  advised  or  both  when 
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this  opinion  was  blurted  out.  Such  statements, 
particularly  when  voiced  by  a national  legislator 
who  co-chairs  the  Congressional  Caucus  for 
Women’s  Issues,  do  little  to  encourage  women  to 
seek  out  screening  mammography.  The  mam- 
mogram, as  with  all  diagnostic  tests,  has  its  false 
positive  and  false  negative  examinations;  they 
are  an  inherent  part  of  the  diagnostic  process. 

Such  proposed  legislation  does  raise  legitimate 
questions  as  to  standards  in  the  performance  and 
interpretation  of  mammograms.  What  controls 
over  mammography  facilities  should  be 
instituted,  by  whose  authority,  and  what 
organization  or  medical  body  should  be  respon- 
sible for  maintaining  quality  control?  There  is  no 
question  that  mammography  is  a technically 
exacting  study  for  which  standards  must  be  set 
and  quality  assured.  Voluntary  standards,  such 
as  the  mammography  accreditation  program 
instituted  in  1987  by  the  American  College  of 
Radiology,  provide  an  alternative  scheme  for  the 
implementation  of  national  standards  and  may 
forestall  further  federal  inroads  into  the  practice 
of  medicine. 

Market  forces,  too,  should  influence  practice 
and  secondarily  stimulate  a high  level  of  quali- 
ty. While  the  patient  may  be  unaware  of  the  stan- 
dards of  quality  of  a mammographic  facility,  in 
most  communities  physicians  are,  or  should  be, 
cognizant  of  which  facilities  provide  superior  im- 
ages and  consultative  functions.  Outpatient  im- 
aging centers  or  the  more  recent  designation, 
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“breast  diagnostic  centers,”  should  be  subject  to 
the  competitive  influences  of  the  marketplace, 
following  Adam  Smith’s  tenets;  this  assumes  that 
referral  practice  patterns  are  scrupulously 
honest  and  untainted. 

It  is  ironic,  now  that  mammography  has  near- 
ly reached  the  acme  of  its  full  clinical  potential 
and  techniques  have  been  standardized  and 
radiation  doses  reduced  that  federal  legislators 
decide  to  propose  standards.  There  was  little 
governmental  involvement  in  the  early  days  of 
mammography.  The  individual,  lone  in- 
vestigators, such  as  Leborgne  of  Uruguay  and 
Grershon-Cohen  and  Warren  of  the  United  States, 
received  insignificant  support  for  their  inchoate 
ideas.  It  was  the  unfailing  vision  of  physicians 
such  as  these  that  ultimately  led  to  the  develop- 
ment of  mammography;  without  federal 
guidelines  it  must  be  underscored. 

Paul  Starr  notes  in  his  landmark  book.  The 
Social  Transformation  of  American  Medicine,  that 
medicine  often  attempts  to  extend  its  authority 
beyond  its  traditional  sphere  into  the  political 
arena.  He  feels  that  organized  medicine  is  “in- 
completely equipped”  and  inordinately  political- 
ly active  and  influential,  protecting  its  own 
authority  and  self-interests.  Quite  the  contrary 
appears  to  be  true,  as  there  has  been  seemingly 
further  erosion  of  organized  medicine’s  influence 
and  authority  vis  a vis  federal  power  and 
regulatory  control.  Moreover,  it  is  the  politicos 
entering  the  technical  sphere  that  have  disrupted 
the  balance  of  authority. 

We,  as  physicians,  have  often  wrestled  and 
grappled  with  the  questions  of  power  and  authori- 
ty; never  more  so  than  in  recent  years.  Will  the 
ascendancy  of  federal  power  and  its  intrusive, 
meddlesome  usurpation  of  medical  authority  go 
unchallenged  by  organized  medicine?  Will 
stringent  guidelines  and  oppressive  regulations 
spell  the  death  knell  for  individual,  independent 
judgement?  These  questions  will  continue  to 
dominate  physician  involvement  with  the 
political  sphere  well  into  the  next  century. 
Medicine  will  survive,  though  undoubtedly 
altered,  as  it  continues  to  be  art  as  much  as 
science,  hope  and  faith  as  well  as  high  tech,  and 
will  not  ultimately  be  completely  shackled  by 
“cookbook  regimens”  that  dictate  how  to 
diagnose  and  treat  disease. 

James  F.  Lally,  M.D. 
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Through  glass  and  water, 
the  view  is  distorted. 


Let's  try  to  clear  it  up! 

1991  Leadership 
Conference 

of  the 

Pennsylvania  Medical  Society 
April  16-17 

The  New  Hilton  Hotel  and  Towers 
Market  Square,  Harrisburg 

Charles  R.  Nesson,  Harvard  University  professor  of 
law  and  moderator  of  the  critically  acclaimed  PBS 
series,  “The  Constitution,  A Delicate  Balance,"  will 
moderate  a panel  of  experts  in  the  medical  and  legal 
systems,  including: 

■ E.  Paul  Kirk,  MD,  member  of  the  Oregon 
Health  Services  Commission  since  1989  and 
Chairman  of  Obstetrics/Gynecology  at  the 
University  of  Oregon  Health  Sciences  Center 

■ Maurice  Hartman,  Region  Three 
Administrator,  Health  Care  Financing 
Administration,  U.S.  Department  of  Health  and 
Human  Services 

■ Jeffrey  R.  Lewis,  Republican  Staff  Director, 
U.S.  Senate  Special  Committee  on  Aging 

■ And  others  representing  physicians,  the  trial 
and  defense  bars,  hospital  administration, 
patients'  rights,  and  the  state  legislature 

AMA  Executive  Vice  President  James  S.  Todd,  MD, 
will  give  the  keynote  address.  Ross  N.  Rubin,  JD, 
AMA’s  Director  of  Legislative  Activities,  will  report  on 
the  Washington  scene. 

Workshops  focus  on  leadership  skills,  stress 
management,  and  quality  assurance.  Registration  is 
only  $60  for  the  entire  program! 

JOIN  US  IN  PENNSYLVANIA! 

Call  (717)  558-7750  for  more  information. 
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Announcing 

NEED-A-SERVICE? 


\bur  personal  connection  to  the 
Medical  Center  of  Delaware 


Susan  is  pregnant  and  needs  childbirth 
classes.  Loren  just  turned  35  and  needs  a 
baseline  mammogram.  Brian  needs  a weight 
loss  program.  Annette  wants  a stroke  sup- 
port group  for  her  aging  mother. 

Now,  when  your  patients  have  needs  like 
these,  you  have  advice  your  patients  can 
use:  “Call  Need-A-Service.” 

Need-A-Service  provides  one-stop  shop- 
ping for  information  on  all  Medical  Center 
services  and  programs,  including  patient 
education  classes,  infant  hearing  assessment. 


the  Pregnancy  and  Diabetes  Program  and 
more. 

Need-A-Service  helps  you  as  well  as  your 
patients.  When  you  need  a specific  outpatient 
program  for  a patient,  use  Need-A-Service 
to  find  out  what  the  Medical  Center  offers. 

So  call  Need-A-Service  at  (302)  428-6208 
Monday  through  Friday,  9:00  a m.  to  4:30 
p.m.  for  a quick,  easy,  courteous  referral. 
Physicians  outside  New  Castle  County  are 
encouraged  to  call  Need-A-Service  toll-free 
at  1-800-372-9900. 


MEDICAL  CENTER 
OF  DELAWARE 


• Christiana  Hospital 

• Eugene  du  Pont  Memorial 

Hospital  (Pelleport) 
•Wilmington  Hospital 


NEED-A-SERVICE? 

(302)  428-6208 

Need-A-Service 
is  brought  to  you 
by  the  Medical 
Center  of  Dela- 
ware, the  region’s 
Premier  health 
care  resource. 


X-177,  3/90 


Board  Review  Course  in 
Cardiovascular  Disease 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 
and 

THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

American  Heart  Association 


September  30-October  4, 1991 

Adam's  Mark  Hotel 
Philadelphia,  Pennsylvania 


Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D.,  Ronald  S.  Gottlieb,  M.D., 
Leonard  N.  Horowitz,  M.D.,  Ami  S.  Iskandrian,  M.D.,  Thomas  H.  Kreulen,  M.D. 
Joel  Morganroth,  M.D.,  Bernard  L.  Segal,  M.D.,  William  J.  Untereker,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of 
our  current  understanding  of  the  clinical  manifestations,  pathophysiology  and 
treatment  of  cardiovascular  disease.  The  course  will  also  prepare  the  physician 
for  the  Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Program  Coordinator 

Philadelphia  Heart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

(215)  662-9084 

Presbyterian  Medical  Center  designates  this  Continuing  Medical  Education  activity  for  44  credit  hours  in 
Category  I of  the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  The  Pennsylvania 
Medical  Society  membership  requirement. 


LETTERS  TO  THE  EDITOR 


More  About  Malpractice: 

Review  Panels,  the  Locality  Rule  and  Arbitration 


I have  read  the  report  of  the  Task  Force  on 
Medical  Malpractice  (October  1990),  organized  by 
Insurance  Commissioner  David  Levinson,  with 
interest  and  concern.  I am  pleased  that  he  has 
taken  the  initiative  to  discuss  publicly  some  of 
the  issues  concerned  with  the  malpractice  litiga- 
tion problem.  To  suggest  that  there  is  not  now  a 
crisis  as  to  availability  of  malpractice  insurance 
must  be  read  in  the  context  of  recent  history. 
Although  it  is  certainly  true  that  malpractice  in- 
surance is  now  available,  the  context  of  that 
availability  is  that  the  cost  of  malpractice  in- 
surance has  increased  in  every  year  but  two  over 
the  past  12  years.  The  increased  cost  is  factored 
into  the  cost  of  medical  care.  The  cost  of  insurance 
for  obstetricians  has  increased  even  more  than  for 
other  disciplines. 

I am  concerned  that  the  Task  Force  recom- 
mends the  abolition  of  review  panels  and  the 
witness  locality  rule  at  such  time  as  Delaware 
doctors  become  “self-insured.”  It  is  important  to 
note  that  the  Tksk  Force  does  not  suggest  the 
repeal  of  those  sections  now,  but  only  if  physicians 
become  self-insured.  I think  it  is  important  to  the 
malpractice  climate  that  both  sections  be 
preserved. 


As  a people  we  tend  to  be  forgiving  and  forget- 
ting. Everybody  wants  to  find  a way  to  conserve 
oil  today  and  to  find  alternative  sources  of  energy. 
But  the  minute  the  supply  improves,  don’t  we  all 
forget  conservation?  That  is,  everybody  but  our 
neighbors,  whom  we  regard  as  peculiar.  We  go 
from  glut  to  famine.  In  times  of  glut,  we  do  not 
keep  famine  in  mind.  We’ve  got  to  do  better. 

Many  of  you  will  recall  the  malpractice  climate 
of  1976  when  the  governor  was  compelled  to 
assemble  a blue  ribbon  commission.  You  may 
recall  that  the  General  Assembly  found  as  facts: 

1. The  number  of  suits  for  damage  and  the 
size  of  judgments  has  increased  tremendously. 

2.  There  has  been  a tremendous  increase  in  the 
cost  of  liability  insurance. 

You  may  also  recall  that  the  (general  Assembly 
made  major  modifications  to  the  legal  system  to 
ensure  that  those  injured  as  a result  of  the  fault 
of  a health  care  provider  can  obtain  a prompt 
determination  of  claims  under  a strictly  construed 
fault  principal. 
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As  we  look  back  at  the  Delaware  Health  Care 
Malpractice  Act  of  1976,  we  have  to  acknowledge 
that  the  Act  did  bring  some  relief  from  that 
critical  situation.  I suggest  that  we  should  keep 
in  mind  “what  got  us  there.” 

The  Review  Panels 

I think  it  is  a fair  observation  that  the  existence 
of  the  review  panels  has  cut  down  the  number  of 
frivolous  suits.  It  hasn’t  eliminated  them,  but  it 
has  been  a healthy  influence.  At  the  same  time, 
no  serious  contention  can  be  made  that  they  have 
impaired  meritorious  claims.  The  Panels  have 
been  repeatedly  attacked  by  claimants,  and  the 
Task  Force’s  recommendation  is  based  on  a 
premise  that  the  Superior  Court  rejected  in  one 
such  attack.  Implicit  in  the  recommendation  is 
a suggestion  that  physicians’  financial  interest 
in  malpractice  premiums  will  affect  their  deci- 
sions as  panel  members. 

In  Lacy  v.  Green,  Del.  Super.,  428  A. 2d  117,  the 
court  pointed  out  that  panels  are  not  physician- 
“packed,”  since  only  two  out  of  five  members  need 
be  health  care  providers  and  only  one  of  the  two 
need  be  a physician.  The  Court  rejected  as  total- 
ly unsubstantiated  the  plaintiff  s argument  that 
health  care  providers  will  ignore  the  law  and 
facts  in  making  their  decision  with  the  other 
panel  members.  The  court  also  rejected  the  con- 
tention that  panels  were  simply  instruments  for 
obstructing  a plaintiffs  right  to  a jury  trial. 


Please  keep  in  mind  what  got  us  there. 
Remember  the  assessment  of  the  District  Court 
of  Delaware  on  the  beneficial  effect  of  the  panels. 
In  DiFilippo  u.  Beck,  520  F.Supp.  1009  (D.  Del., 
1981),  Judge  Latchum  gave  his  assessment  as 
follows: 

“It  appears  readily  evident  that  reference  of 
malpractice  claims  to  a tribunal  of  impartial  ex- 
perts will  aid  in  eliminating  frivolous  claims  as 
well  as  promoting  mediation  and  settlement 
without  a costly  trial.  This  in  turn  will  reduce  the 
expenses  of  malpractice  insurance  which  reduc- 
tion will  be  passed  on  to  physicians  in  the  form 
of  lower  premiums  and  eventually  to  the  medical 
care  consumer  in  the  form  of  reduced  rates....” 

If  the  number  of  frivolous  claims  has  decreased, 
please  remember  “what  got  us  there.” 

The  Locality  Rule 

The  Task  Force  suggests  that  the  locality  rule 
should  be  abolished  if  and  when  the  Delaware 
medical  community  becomes  self-insured.  Once 
again,  this  suggestion  implies  that  Delaware  doc- 
tors will  choose  self-interest  over  their  obligation 
to  be  truthful  and  just  witnesses.  The  Superior 
Court  has  already  rejected  a closely  similar  argu- 
ment in  another  attempt  to  invalidate  the  review 
panels.  That  unfortunate  thought  should  be  set 
aside  without  further  comment. 


OSTEOPOROSIS 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000  J 
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Judge  Del  Pesco  in  December  1989  described 
the  locality  rule  and  its  purpose  as  follows: 


Letters  to  the  Editor 


“In  order  to  give  expert  medical  testimony  the 
witness  must  meet  the  requirements  of  18  Del. 
C.6854.  The  section  requires  the  expert  to  be 
familiar  with  the  standard  of  care  in  Delaware.... 
In  enacting  6854  the  legislature  intended  to 
eliminate  the  ‘wandering  experts,’  but  not  to 
eliminate  every  out-of-state  medical  expert  or  the 
general  practitioner  seeking  to  testify  as  a 
medical  expert.” 

In  that  case,  Judge  Del  Pesco  refused  to  allow 
the  testimony  of  a general  practitioner  who  had 
appeared  in  more  than  60  malpractice  cases.  He 
had  offered  testimony  in  cases  involving 
ophthalmology,  gastroenterology,  vascular 
pathology,  plastic  surgery,  and  many,  many  other 
specialties.  (See  Sweeney  v.  Medical  Center,  et  al. , 
C.A.  No.  85C-JN-15) 

There  are  still  “wandering  experts,”  but  the 
locality  rule  provides  some  measure  of  protection 
from  them.  If  you  are  going  to  be  tried  on  the 
basis  that  you  violated  the  standard  of  care  of 
other  health  care  practitioners  in  this  communi- 
ty, you  are  entitled  to  insist  that  someone  who 
knows  the  standard  testify  to  it.  Please  look  close- 
ly at  any  proposal  to  eliminate  the  locality  rule. 
Remember  “what  got  us  there.” 

Arbitration 

We  have  previously  suggested  a broad  volun- 
tary system  of  arbitration.  I urge  you  and  the 
Commissioner  not  to  cast  such  concepts  aside  just 
because  the  supply  of  oil  (insurance)  is  current- 
ly available.  This  is  a problem  which,  like  the  oil 
supply  problem,  requires  constant  attention.  The 
Thsk  Force  has  functioned  on  this  basis.  It  speaks 
of  a time  when  insurance  again  will  not  be 
available.  I commend  the  Task  Force  for  that,  but 
I urge  them  to  think  some  more  about  review 
panels  and  the  locality  rule. 

Please  think  also  of  a faster,  cheaper,  yet  equal- 
ly just  system  for  resolving  these  claims. 


Victor  F.  Battaglia,  Esq. 
Legal  Counsel,  Medical  Society  of  Delaware 
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It’s 
No  Easy 
Trick  . . 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  words  of  MASTER  CARE’S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Aide  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 


OFFICE  SUITE 

Recently  renovated  office 
suite  available  for  sublet 
2 - 3 days  per  week. 
1000  square  feet. 

Two  exam  rooms, 
consult  room  and  lab. 
Augustine  Cut-Off. 

$600  per  month 

Please  call 

302-836-4900 
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WOMEN'S  IMAGING  CENTED 


Of  PEtAWARE 

HAS  MOVED  TO  A 

MORE  SPACIOUS,  MODERN  FACILITY 
AT 

J24-26  OMEGA  DRIVE  • NEWARK  • DELAWARE  19713 


— 738-9100— 

MAMMOGRAPHY 
OB-GYN  ULTRASOUND 

WITH  ENDOVAGINAL  SCANNING 


CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

‘AFFILIATED  WITH  THE 

MEDICAL  CENTER  OF  DELAWARE  AND  JEFFERSON  MEDICAL  COLLEGE 


RADIOLOGY  CONSULTANTS 


STEVEN  L EDELL,  D.O. 
SUSAN  BARNES,  M.D. 
C.  AMY  WILSON,  M.D. 


HOURS:  AAON  TO  FRI  8 AM  — 5 PM  • WED  8 AM  — 8 PM  • SAT.  8 AM  — 1 PM 


V. 


ACCREDITED  BY  AMERICAN  COLLEGE  OF  RADIOLOGY 


OBITUARIES 


Elmer  F.  Fantazier,  AA.D. 


Dr.  Elmer  F.  Fantazier  of  1 100  N.  Broom  Street, 
Wilmington,  Del.,  died  of  cancer  on  November  27, 
1990,  at  the  Christiana  Hospital,  where  he  had 
been  a patient.  He  was  72  years  of  age. 

Dr.  Fantazier  was  born  in  Renovo,  Pa.,  on  May 
1,  1918,  and  received  his  college  education  at 
Loyola  University,  graduating  with  a B.S.  degree 
in  1940.  He  studied  medicine  at  Georgetown 
University  in  Washington,  D.C.,  and  obtained  his 
M.D.  degree  there  in  1944.  He  served  his  intern- 
ship at  the  US.  Naval  Hospital  in  Jacksonville, 
Fla.,  from  1944  to  1945.  Following  military  ser- 
vice, he  came  to  the  Delaware  Hospital  in  Wilm- 
ington as  a pediatric  resident  from  1946  to  1947, 
after  which  he  returned  to  Washington,  D.C.,  and 
continued  with  further  pediatric  residency 
training  at  the  Children’s  Hospital  until  1948.  He 
also  served  in  the  Navy  during  the  Korean  War. 

He  had  obtained  a license  in  Delaware  in  1947 
so,  on  returning  to  Delaware,  he  was  appointed 
an  Assistant  in  the  Department  of  Pediatrics  at 
the  Delaware  Hospital.  He  became  Board  Cer- 
tified in  Pediatrics  in  1954  and,  shortly  after,  rose 
in  rank  on  the  staffs  of  the  Memorial,  Delaware, 
and  St.  Francis  Hospitals  to  that  of  Attending 
Chief.  This  rapid  advancement  was  a clear  sign 
of  his  high  quality  as  a pediatrician  and  was  fur- 
ther reflected  in  a growing  private  practice  as 
well.  He  worked  as  a consultant  in  the  cleft  palate 
clinic  at  the  A. I.  duPont  Institute  and  was  a 
member  of  the  American  Academy  of  Pediatrics, 
the  American  Medical  Association,  the  Medical 
Society  of  Delaware,  and  the  New  Castle  County 
Medical  Society.  With  the  formation  of  the 
Medical  Center  of  Delaware  in  1965,  he  was  ap- 
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pointed  a Senior  Attending  in  the  Department  of 
Pediatrics  there,  a position  he  held  until  he 
retired  in  1980,  becoming  then  a member  of  the 
honorary  staff.  During  the  1960s  he  became  the 
Director  of  the  Department  of  Pediatrics  at  the 
St.  Francis  Hospital. 

After  retiring  from  pediatric  practice.  Dr.  Fan- 
tazier in  1982  was  appointed  a Deputy  State 
Health  officer  for  New  Castle  County,  a position 
he  held  until  shortly  before  his  death.  He  also  was 
a part-time  staff  physician  for  Hercules  Inc.  He 
was  a member  of  and  served  a term  as  president 
of  the  Pediatric  Society  of  Delaware. 

Dr.  Fantazier  was  the  first  pediatric  resident 
trained  at  the  Delaware  Hospital  and  grew  up  in 
the  fine  tradition  established  by  such  as  Dr. 
Margaret  Handy,  with  whom  he  was  later 
associated  in  practice,  as  well  as  Drs.  Warren, 
Wagner  and  Maroney.  Elmer’s  genuine  good 
nature,  his  generous  sense  of  humor  and  a caring 
personality  made  him  an  excellent  pediatrician, 
adored  by  his  patients  and  well  liked  by  his 
colleagues. 

Dr.  Fantazier  is  survived  by  his  wife,  Elizabeth 
B.;  a son,  John  R.,  and  a daughter,  Mary  Beth 
Evans,  both  of  Wilmington;  three  brothers  and  a 
sister.  Sister  Johnette  (Catherine)  Fantazier,  of 
Plymouth,  Mass.;  and  a granddaughter.  Mass  of 
Christian  burial  was  held  Friday,  November  30, 
at  St.  Anthony  of  Padua  Catholic  Church,  where 
he  had  been  a member. 


Norman  L.  Cannon,  M.D. 
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PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian  Medical  Center 

■ Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology.  . . 


Wednesday,  May  1,  1991 

Geriatric  Cardiology 
Moderator:  Bernard  L.  Segal,  M.D. 

3:00-3:30  What  drugs  to  use  and  not  to  use  in  elderly  patients  — 

Steven  J.  Nierenberg,  M.D. 

3:30-4:00  The  management  of  lipid  disorders  in  the  geriatric  patient  — 

Gary  J.  Vigilante,  M.D. 

4:00-5:00  Case  Presentations  — Joseph  Lemlek,  M.D. 

Panel  Discussion  — William  Corin,  M.D.,  Norman  Feinsmith,  M.D. 
Charles  Gottlieb,  M.D.,  Mariell  Jessup,  M.D., 

Howard  Rosner,  D.O.,  William  P.  Santamore,  Ph.D. 

■ Case  Presentations  and  Panel  Discussions 
m CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 

Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


HEALTH  LAW 


National  Practitioner  Data  Bank 


Peter  J.  Shanley,  Esq. 


The  National  Practitioner  Data  Bank  is  the 
clearinghouse  of  information  about  physicians 
that  has  been  created  by  the  Health  Care  Quali- 
ty Improvement  Act  of  1986.  It  has  taken  four 
years  for  this  project  to  be  funded  and  developed, 
but  it  is  finally  up  and  running. 

This  law  and  the  Data  Bank  were  developed  to 
prevent  problem  physicians  from  being  able  to 
move  from  state  to  state  or  hospital  to  hospital 
unnoticed.  It  will  also  serve  to  protect  the  peer 
review  process  by  providing  immunity  from 
lawsuits  for  physicians,  hospitals  and  other 
health  care  entities  that  perform  peer  review 
activities.  This  immunity  is  provided  so  long  as 
those  organizations  conduct  their  peer  review 
activities  within  guidelines  that  will  assure 
fairness  in  the  peer  review  process  for  physicians 
who  are  being  reviewed. 

Mr  Shanley  is  a partner  in  the  Health  Law  Department  of  the  firm  of  Saul,  Ew- 
ing, Remick  and  Saul. 

Health  Law  Editor.  Stephen  Permut,  M.D.,  J.D. 


who  and  What  Must  Be  Reported 

• Hospitals  must  report  any  suspension  or  ter- 
mination of  privileges  lasting  more  than  30 
days. 

• Medical  Licensing  Boards  must  report  any 
license  suspension  or  revocation. 

• Malpractice  insurance  carriers  must  report 
any  payment  made  on  behalf  of  a physician  in 
settlement  of  or  as  payment  of  a judgement  in 
a medical  malpractice  suit. 

• Medical  Societies  must  report  any  disciplinary 
action. 

• HMOs  and  other  health  care  entities  (group 
practices)  that  conduct  formal  peer  review 
must  report  any  restriction  or  termination  of 
privileges. 
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Health  Law 


What  Does  Not  Need  to  Be  Reported 

• Privileges  terminated  because  of  ad- 
ministrative requirements,  e.g.,  incomplete 
charts. 

• Privileges  terminated  because  of  fixed  regula- 
tions, e.g.,  board  certification,  volume  of  cases. 

• Privileges  terminated  based  upon  selective 
contracting. 

• Privileges  terminated  because  of  fee  issues. 

Who  May  Receive  Reports 

• Physicians  may  receive  a report  of  their  Data 
Bank  file  at  any  time.  They  may  also  respond 
within  a limited  time  frame  to  any  new  infor- 
mation added  to  their  files. 

• Hospitals  may  receive  a report  for  any  physi- 
cian as  part  of  their  credentialing  or  recreden- 
tialing  process. 

• Licensing  boards  may  receive  a report  for  any 
physician  applying  for  licensure,  or  whose 
license  is  being  renewed  or  reviewed. 

Who  May  Not  Receive  Reports  From  the  Data  Bank 

Everyone  else,  in  particular,  plaintiffs  at- 
torneys, unless  the  physician’s  hospital  is  being 
sued,  and  the  attorney  can  show  through  in- 
vestigation that  the  hospital  failed  to  query  the 
Data  Bank  in  a timely  fashion. 

Confidentiality 

There  is  a strict  requirement  of  confidentiali- 
ty of  reports.  Any  breach  of  confidentiality  is  sub- 
ject to  up  to  a $10,000  fine. 

Health  Law  is  a new  feature  of  the  Delaware 
Medical  Joiirnal.  The  purpose  of  this  column  is  to 
present  practical  information  for  the  practicing 
physician  about  current  trends  in  health  law. 
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A Symposium  on  Ethics 

Health  Care: 

A Right  or  a Privilege? 

BE  IT  RESOLVED: 

“Healthcare  in  the  United  States 
is  a fundamental  right  and 
should  not  be  rationed.” 

FOR:  Edmund  D.  Pellegrino,  M.D. 

Director  of  the  Center  for  the 
Advanced  Study  of  Ethics  and 
John  Carroll  Professor  of  Medicine 
& Medical  Humanities,  Georgetown 
University,  Washington,  D.C. 

AGAINST:  Daniel  Callahan,  Ph.D. 

Director,  The  Hastings  Center 
Briarcliff  Manor,  New  York 

Sponsored  by: 

Thomas  Jefferson  University  Hospital 

Co-Sponsored  by: 

Jefferson  Medical  College  and 
The  Department  of  Nursing, 
Thomas  Jefferson  University  Hospital 

Saturday,  April  6,  1991 

8:30  a.m.  - Continental  Breakfast 

9:30  a.m.  - Program 

Alumni  Hall,  11th  & Locust  Streets 

Thomas  Jefferson  University 

For  Further  Information 

Contact  the  Office  of  Continuing  Medical  Education 
Jefferson  Medical  College 
(215)955-6992 
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IN  BRIEF 

If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
tion to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2147.  Infor- 
mation must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
302-654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


JOHNS  HOPKINS  CME  PROGRAMS 


Psychiatric  Drugs  in  April  22.  8 AMA  Category  1 credits.  $90.  Contact:  Diane  L.  Heydinger. 

General  Practice 


Third  Baltimore 
Perinatal  Colloquium 


May  15-19.  24  AMA  Category  1 credits;  ACOG  Cognates  will  also  be 
available.  Physicians,  $450;  residents,  $250  (with  letter  from  department 
chairperson  verifying  status).  Contact:  Jeanne  M.  Ryan 


Tenth  Annual  Reproduc- 
tive Endocrinology  and 
General  Gynecology 


June  2-9.  Two-part,  eight-day  seminar  designed  to  provide  practitioners  a 
thorough  review  of  reproductive  endocrinology  and  general  gynecology. 
Registrants  may  enroll  in  both  sessions  or  only  one.  AMA  Category  1 credit; 
other  appropriate  credit  pending.  Both  sessions:  physicians,  $850;  residents 
and  fellows,  $600.  Reproductive  Endocrinology  only:  physicians,  $500; 
residents  and  fellows,  $400.  General  Gynecology  only:  physicians,  $500; 
residents  and  fellows,  $400.  Contact:  Jeanne  Ryan. 


Design  and  Analysis  June  13-14.  Tbpics  to  be  addressed  include:  statistical  and  clinical  fundamen- 
Issues  in  Clinical  Trials  tals  of  design  and  analysis;  interface  between  data  management  and 

analysis;  new  concepts  in  analysis  of  trials;  and  selected  topics,  including 
reporting  and  publishing  practices,  software,  and  ethical  issues.  14.5  AMA 
Category  1 credits.  Contact:  Francette  Boling. 


For  more  information  about  any  of  these  programs,  contact  the  listed  in- 
dividual by  writing  Conference  Coordinator,  The  Johns  Hopkins  Medical 
Institutions,  Office  of  Continuing  Education,  Turner  Building,  720  Rutland 
Avenue,  Baltimore  Maryland  21205,  or  call  301-955-2959. 


Del  Med  Jrl,  March  1991-Vol.  63,  No.  3 


195 


In  Brief 


MEADOWWOOD  HOSPITAL  PROFESSIONAL  EDUCATION  LECTURE  SERIES 


Life  Is  a Puzzle  -- 
Adolescent  Suicide 


Healing  the  Wounded 
Healer 


Obstacles  and 
Strategies  in  the 
Clinical  Treatment  of 
African-American 
Families 


SEVENTH  ANNUAL 
INTERNATIONAL 
CONFERENCE  ON 
COMPUTERIZATION  OF 
MEDICAL  RECORDS 

DIABETES  UPDATE  1991 


SECOND  ANNUAL 
PERSPECTIVES  IN 
PULMONARY  CARE 

INTERNATIONAL 
CONFERENCE  ON 
PHYSICIAN  HEALTH 


April  4.  Participants  will  understand  the  reason  for  the  triple-fold  increase 
in  teen  suicides  in  the  past  10  years,  understand  the  tools  of  suicide  interven- 
tion, master  coping  mechanisms,  and  understand  the  warning  signs  of 
suicide  and  how  to  intervene  effectively. 

May  2.  Participants  will  learn  how  to  practice  what  they  preach.  They  will 
be  able  to  identify  five  major  aspects  of  well-being,  learn  the  essential  steps 
to  wellness  and  mastery,  and  develop  supportive  strategies  for  their  profes- 
sional and  personal  lives. 

June  6.  Participants  will  be  able  to  identify  potential  obstacles  in  therapy 
with  black  families,  increase  their  knowledge  of  cultural  competence  as  it 
relates  to  mental  health  interventions,  and  will  develop  a broader  repertoire 
of  potential  strategies  of  intervening  effectively  with  black  families. 


Each  lecture  meets  the  criteria  for  1.5  Category  1 credit  hours  of  the  AMA 
Physician’s  Recognition  Award;  other  appropriate  credit  pending.  All  pro- 
grams are  offered  free  of  charge,  and  a light  meal  will  be  served  at  no  charge 
during  program  registration.  For  more  information,  write  Drew  Kerr,  Direc- 
tor of  Referral  Services,  MeadowWood  Hospital,  575  South  du  Pont  Highway, 
New  Castle,  Delaware  19720,  or  call  328-3330  or  800-289-TEEN. 

April  4-6.  Sponsored  by  the  Medical  Records  Institute,  this  year’s  conference, 
which  will  be  held  in  Orlando,  Florida,  will  focus  on  physicians’  needs  for 
clinical  information  systems.  For  more  information,  call  Jill  Raines  at 
617-964-3923  or  fax  617-964-3926. 


April  13.  This  educational  symposium,  which  will  be  held  in  Philadelphia, 
Pennsylvania,  is  for  health  professionals  with  a special  interest  in  diabetes 
mellitus.  It  is  designed  to  provide  a timely  overview  and  update  on  various 
scientific  and  clinical  aspects  of  this  disease.  Recognized  authorities  will 
discuss  current  concepts  and  new  directions.  For  more  information,  call 
Lynette  Lawrence-Thompson  at  215-557-8070. 

May  29.  Sponsored  by  the  American  Lung  Association  of  Delaware.  For  more 
information,  write  1021  Gilpin  Avenue,  Suite  202,  Wilmington,  Delaware 
19806,  or  call  655-7258  or  800-899-LUNG 

June  6-8.  “Caring  for  the  Caregiver”  is  the  title  of  this  year’s  conference, 
cosponsored  by  the  American  Medical  Association,  the  Canadian  Medical 
Association  and  the  Federation  of  Province  Licensing  Authorities.  The 
conference,  which  will  be  held  in  Toronto,  Canada,  will  provide  a forum  for 
practitioners  and  physician  health  researchers  to  present  their  findings  and 
innovative  treatment  and  educational  programs.  For  more  information,  call 
the  AMA  at  312-464-5000. 
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FOURTH  SUMMER 
INSTITUTE  IN 
ENVIRONMENTAL 
HEALTH  STUDIES 


June  3-14.  The  Johns  Hopkins  University  Summer  Institute  is  designed  for 
people  unable  to  take  the  traditional  four  quarters  of  graduate  study  leading 
to  a degree;  practicing  health  professionals  (i.e.,  physicians,  nurses,  industrial 
hygienists,  toxicologists  and  safety  engineers);  individuals  responsible  for 
health,  safety  and  environmental  matters  in  government  service  or  the  cor- 
porate community;  and  public  health  practitioners.  For  more  information, 
contact  Dr.  Jacqueline  Corn,  Director,  Continuing  Education  IVogram,  or 
Catherine  Walsh,  Course  Coordinator,  by  writing  The  Johns  Hopkins 
University,  School  of  Hygiene  and  Public  Health,  615  North  Wolfe  Street, 
Room  6001,  Baltimore,  Maryland  21205,  or  call  301-955-2609. 


15TH  ANNUAL 
FINANCIAL 
MANAGEMENT 
CONFERENCE 


August  1-3,  South  Carolina.  The  Medical  College  of  Georgia  invites  physi- 
cians and  dentists  to  attend  this  conference,  which  is  designed  to  provide 
up-to-date  information  about  economic  trends  and  strategies  for  ensuring 
effective  practice  operation.  For  more  information,  write  the  Division  of  Con- 
tinuing Education,  Medical  College  of  Georgia,  Augusta,  Georgia  30912,  or 
call  800-221-6437. 


Before  You  LEAP 

into  a Medical  System 
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M icroMega 
P ractice 
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— is  the  vendor  the  original  developer? 

• is  the  company  locally  based? 

— is  full  time  support  available? 

— does  the  system  support  tocal  HMOs? 

• are  Medicare  adjustments  automatic? 

■»  is  the  system  comprehensive,  filling  all  of 
your  needs? 

Do  these  questions  raise  any  ques- 
tions? Call  MicroMega  for  a free 
demonstration  in  your  office! 

Let  us  assure  you  a 
soft  landing !! 


MicroMega  Computer,  Inc.  (302)  454-9446 
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BOARD  REVIEW 

September  30-October  4.  Presented  by  the  Philadelphia  Heart  Institute  at 

COURSE  IN 
CARDIOVASCULAR 
DISEASE 

Presbyterian  Medical  Center  and  The  Graduate  Hospital  and  cosponsored 
by  the  Council  of  Clinical  Cardiology  of  the  American  Heart  Association. 
For  more  information,  write  Bernard  L.  Segal,  M.D.,  director,  Philadelphia 
Heart  Institute,  Presbyterian  Medical  Center,  39th  and  Market  Streets, 
Philadelphia,  Pennsylvania  19104,  or  call  215-662-9084. 

DELAWARE  HELPLINE: 
ONE  YEAR  OLD  AND 
GOING  STRONG 

For  over  a year,  Delaware  Helpline  has  been  providing  information  on  over 
1,000  health  and  human  service  programs.  It  is  free,  confidential  and 
available  to  all  Delawareans.  Hours  are  from  8 a.m.  to  6 p.m.  To  reach 
Delaware  Helpline,  dial  800-464-HELP.  Out-of-state  callers  can  access 
Helpline  by  dialing  302-573-2433.  (Voice/TDD) 

HARD  NEWS:  ISSUES  & 
ANSWERS  IN  MEDICAL 
REPORTING 

The  AMA’s  Eleventh  Annual  Health  Reporting  Conference  will  be  held  April 
18-21  in  Washington,  D.C.  This  conference  is  designed  for  physician  broad- 
casters and  medical  communicators  and  will  help  participants  sharpen  their 
communication  and  broadcasting  skills  and  improve  their  delivery.  AMA 
members,  $715;  nonmembers,  $900;  residents  and  students,  $275.  For  more 
information,  call  the  AMA  at  312-464-5102. 

GRAND  ROUNDS  ON 
MEDICAL  MALPRACTICE 

This  is  a primary  resource  book  in  medical  liability  and  risk  management. 
Suitable  for  individual  or  group  study,  each  chapter  of  “Grand  Rounds”  in- 
cludes a medical  case  scenario,  discussion  questions,  a thorough  exposition 
of  the  chapter  topic,  selected  articles  reprinted  from  the  medical  literature, 
and  an  annotated  bibliography.  Written  by  Francis  X.  Campion,  M.D.  with 
the  Risk  Management  Foundation  of  the  Harvard  Medical  Institutions.  The 
Harvard  Medical  School  has  incorporated  “Grand  Rounds”  into  its 
1990-1991  curriculum.  AMA  members,  $40;  nonmembers,  $55.  For  more  in- 
formation, call  800-621-8335. 

PC  PHYSICIAN™ 
OFFERING  MEDICAL 
RESOURCE  SOFTWARE 

The  PC  Physician  Medical  Computing  Resource  Guide  is  a directory  of  over 
160  information  sources,  products  and  services  related  to  medical  computing. 
The  guide  is  available  for  $15  postpaid  ($20  foreign)  from  PC  Physician,  3300 
Mitchell  Lane,  Suite  390,  Boulder,  Colorado  80301.  Available  in  either  IBM 
or  Macintosh  format,  5 1/4”  or  3 1/2”  diskettes.  For  more  information,  call 
303-443-8085. 

April  3-5 

CALENDAR  OF  EVENTS...IN  BRIEF 

Betrayal  by  Addiction 

Call  Brenda  Vink  at  800-288-7377,  ext.  5991 

April  5-6 

Perspectives  in  Clinical  Nutrition:  1991 
Call  Carlita  M.  Kearney  at  301-955-2959 

April  10-12 

Tops  in  Ambulatory  Medicine  V 
Call  Francette  Boling  at  301-955-2959 

April  11-13 

J.  Donald  Woodruff  Symposium  on  Gynecologic  Oncology 
Call  Jeanne  Ryan  at  301-955-2959 
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April  12-13 

Controversies  in  the  Management  of  Breast  Cancer 
Call  Ann  J.  Boehme  at  718-470-8650 

April  21-23 

8th  National  Conference  on  Prescription  Medicine  Information  and 

Education 

Call  202-347-6711 

April  25-27 

Advances  in  Hip  and  Knee  Arthroplasty 
Call  Francette  Boling  at  301-955-2959 

May  6-10 

Philip  S.  Tumulty  Topics  in  Clinical  Medicine  1991 
Call  Carlita  M.  Kearney  at  301-955-2959 

May  7-10 

28th  Annual  Infectious  Disease  Symposium 
Call  William  J.  Holloway,  M.D.,  at  428-2744 

May  10  and  11 

Annual  Meeting  Virginia  Society  of  Ophthalmology 
Call  Donna  Scott  at  804-353-2721 

May  16  and  17 

Pediatric  Allergy  and  Immunology  for  the  Practitioner 
Call  Juliet  M.  Nutt  at  301-966-2959 

July  20-27 

Topics  in  Contemporary  Medicine 
Call  612-588-9478 

September  26-28 

Comprehensive  Update  on  the  Theory  and  Practice  of  Gastroenterology 
and  Hepatology 

Call  Registration  Department  at  609-848-1000 

September  27-29 

The  Worker  in  the  Work  Place;  Rehabilitating  Musculoskeletal  Injuries 
Call  Marc  I.  White  at  604-684-4148 

r 
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R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

' Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOR 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local ; 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of  ' 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory.  I 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publicatior, 
free,  courtesy  of  Medlab. 


By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  Delaware.  ' 
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“When  I grow  up 
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Playing  “grown-up”.  One  of  the  joys  of  child- 
hood. Dressing  in  “grown-up”  clothes,  walking 
in  “grown  up”  shoes,  and  mocking  “grown-up” 
words. 

But  every  day,  children  are  stricken  with  the 
most  dreaded  of  all  “grown-up”  diseases — can- 
cer. And  their  games  are  soon  ended. 

Many  of  these  children  will 
never  see  adulthood. 


At  St.  Jude  Children’s  Research  Hospital, 
we’re  fighting  to  put  an  end  to  this  senseless 
loss,  and  we're  working  toward  the  day  when 
no  precious,  young  lives  are  lost  to  cancer  and 
other  catastrophic  diseases. 

To  find  out  how  you  can  help  in  this  desper- 
ate struggle,  write  to  St.  Jude,  P.O.  Box 
3704,  Memphis,  TN  38103, 
or  call  1-800-877-5833. 


STJIDE  CHILDREXS 
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The  Changing  Role  of  Echocardiography 
in  the  Evaluation  of  Stroke 


Michael  J.  Pasquale,  M.D. 


Acute  stroke  is  a common  clinical  problem.  The 
majority  of  these  events  are  caused  by  sudden 
ischemic  infarction  of  the  brain  without  hemor- 
rhage. Sixty  percent  of  such  nonhemorrhagic  in- 
farctions originate  from  large  artery 
atherosclerotic  disease  involving  the  extracranial 
carotid  arteries  and  the  major  intracranial 
vessels  and  20  percent  from  small-artery  disease 
producing  lacunar  infarctions  deep  within  the 
subcortical  white  matter  and  in  the  basal 
ganglia.  In  approximately  17  percent  of  patients 
with  ischemic  strokes,  cardiogenic  embolism  is 
the  etiology  (Figure  1). 

Over  90,000  patients  each  year  have  embolic 
strokes  in  the  United  States.  Because  cardioem- 
bolic  strokes  tend  to  be  large  and  disabling,  mor- 
bidity, mortality,  and  cost  for  acute  and  chronic 
care  is  substantial.  An  estimated  $900  million  is 
expended  annually  on  the  care  of  patients  with 
cardioembolic  stroke. 

Dr  Pasquale  is  on  the  Assistant  Staff,  Section  of  Cardiology  in  the  Department 
of  Medicine  at  the  Medical  Center  of  Delaware. 

Presented  at  Neurology  Grand  Rounds  at  the  Medical  Center  of  Delaware  on 
December  13,  1990. 
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Decisions  about  diagnostic  and  therapeutic 
interventions,  such  as  the  performance  of 
cervicocranial  angiography,  anticoagulation,  and 
carotid  or  cardiac  surgery,  depend  in  part  on 
whether  the  ischemic  cerebral  event  is  due  to  an 
extracephalic  embolic  source.  The  determination 
of  a definite  cardiac  source  of  an  embolus  often 
obviates  the  need  for  cerebral  angiography  and 
supports  the  use  of  anticoagulants.  The  presence 
of  cardiac  lesions  such  as  bacterial  vegetations  or 
an  intracardiac  tumor  would  rule  against  the  use 
of  anticoagulants  and  could  direct  the  physician 
toward  more  definitive  courses  of  therapy. 
Unfortunately,  underlying  cardiac  pathology  is 
frequently  clinically  inapparent,  and  therapeutic 
opportunities  may  thus  be  missed. 

Individual  neurologic  features  of  the  stroke 
such  as  the  abruptness  of  onset  of  the  maximal 
neurological  deficit,  the  presence  of  accompany- 
ing seizure  or  headache,  or  a history  of  a 
preceding  transient  ischemic  attack  are  neither 
sensitive  nor  specific  indicators  of  the  underlying 
cause  of  the  stroke.  Likewise,  lack  of  a history  of 
previous  or  concurrent  systemic  emboli  does  not 
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Cardioembolic  17% 


Figure  1.  Causes  of  ischemic  stroke. 


rule  out  an  embolus  as  a cause  of  stroke;  only  3 
percent  of  patients  with  cardioembolic  stroke 
have  such  a history,  and  autopsy  studies  show 
that  cardiogenic  emboli  to  organs  other  than  the 
brain,  although  often  present  in  patients  with 
embolic  stroke,  are  frequently  not  recognized 
clinically.^ 

The  clinical  diagnosis  of  cardioembolic  stroke 
is  based  on  documentation  of  a potential  source 
of  cardiac  embolus  in  a patient  without  evidence 
of  cerebrovascular  disease  who  has  suffered  a 
nonlacunar  stroke.  Attempts  to  demonstrate 
potential  cardioembolic  sources  have  led  to  the 
widespread  use  of  echocardiography  in  the 
evaluation  of  patients  with  focal  cerebral  events. 

Potential  sources  of  emboli  leading  to  strokes 
are  listed  in  Table  1.  As  mentioned  previously, 
atherosclerotic  disease  of  the  carotid  and  intra- 
cerebral arteries  accounts  for  the  large  majority 
of  ischemic  cerebral  events.  Cerebral  artery 
occlusions  are  usually  presumed  to  be 
atherosclerotic;  however,  they  may  also  be  due  to 
occult  cardiogenic  emboli  that  have  lodged  at  the 
carotid  bifurcation.  Atherosclerotic  plaques  in 
the  ascending  aorta  may  shower  emboli  into  the 
cerebral  circulation,  especially  at  the  time  of  aor- 
tic dissection.  These  plaques  may  be  suspected  as 
a source  of  embolus  in  patients  with  claudication 
or  other  evidence  of  peripheral  vascular  disease. 
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• Carotid  bifurcation 

• Ascending  aorta  plaque 

• Left  ventricle  (after  MI  or  cardiomyopathy) 

• Left  atrium  (mitral  stenosis,  atrial 
fibrillation) 

• Prosthetic  aortic  or  mitral  valves 

• Vegetation  (infective  or  marantic) 

• Intracardiac  tumor  or  myxoma 

• Paradoxical  embolus 

Table  1 . Sources  of  emboli  causing  stroke. 


Numerous  studies  have  demonstrated  that  a 
left  ventricular  mural  thrombus  can  be  a source 
of  cerebral  embolus.  The  propensity  of  the  left 
ventricle  to  form  an  embolus  is  associated  with 
a history  of  prior  myocardial  infarction.  Anterior 
wall  myocardial  infarctions  are  more  commonly 
associated  with  thrombus,  especially  if  the  apex 
is  involved  and  has  become  dyskinetic.  Approx- 
imately 35  percent  of  patients  with  a history  of 
anterior  myocardial  infarction  will  develop  a left 
ventricular  thrombus.  Patients  with  inferior 
infarcts  are  less  likely  to  develop  left  ventricular 
thrombi,  but  may  develop  a right  ventricular 
thrombus  secondary  to  right  ventricular  free  wall 
akinesis. 

Nonischemic  cardiomyopathies  can  also  be 
complicated  by  left  ventricular  mural  thrombus 
with  associated  embolism.  A stroke  antedating 
clinical  ventricular  dysfunction  can  be  the 
presenting  feature  of  a cardiomyopathy.  In 
general,  the  risk  of  emboli  parallels  the  severity 
of  cardiomyopathy. 

A dilated  left  atrium  in  the  presence  of  mitral 
stenosis  or  atrial  fibrillation  also  carries  a high 
rate  of  thrombus  formation.  Patients  with  atrial 
fibrillation  have  at  least  a five-fold  increased 
stroke  risk  compared  with  age  matched  controls. 
Almost  50  percent  of  such  strokes  occur  in 
patients  with  normal  mitral  valves.  The  em- 
bolism rate  may  reach  30  percent  in  patients  with 
thyrotoxic  atrial  fibrillation.  The  rate  of  em- 
bolization in  anticoagulated  patients  with 
mechanical  prosthetic  cardiac  valves  is  about  3 
percent  per  year  for  mitral  valves  and  1.5  percent 
per  year  for  aortic  valves.  Coexistent  atrial 
fibrillation  increases  the  embolic  risk  in  all 
prosthetic  cardiac  valves. 
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Ischemic  stroke  occurs  in  15  to  20  percent  of 
patients  with  infective  endocarditis.  The  majority 
of  these  strokes  occur  on  presentation  or  during 
the  initial  48  hours  after  diagnosis.  The  risk  of 
late  stroke  in  patients  with  controlled  infection 
is  less  than  5 percent.  Nonbacterial  thrombotic 
endocarditis,  also  called  marantic  endocarditis, 
is  clinically  underrecognized  and  accounts  for  27 
percent  of  ischemic  stroke  in  patients  with 
cancer.  Embolism  may  antedate  the  recognition 
of  a malignant  neoplasm. 

Atrial  myxomas  are  the  most  common  primary 
cardiac  tumors  and  can  present  with  strokes. 
Myxomas  can  occur  at  any  age,  but  are 
particularly  common  between  the  ages  of  30  and 
60  years.  They  are  the  only  cardiac  tumors  that 
regularly  embolize,  due  to  their  intracavitary 
location  and  friability.  Emboli  are  most  often 
composed  of  tumor  fragments.  About  1 percent  of 
young  adults  with  ischemic  strokes  are  found  to 
have  left  atrial  myxomas. 

Paradoxical  embolus  is  an  underrecognized 
source  of  ischemic  stroke,  especially  in  patients 
under  50  years  of  age.  This  type  of  embolism 
occurs  when  material  originating  in  the  venous 
circulation  or  right  cardiac  chambers  migrates 
into  the  systemic  circulation  through  a shunt, 
such  as  an  atrial  septal  defect,  patent  foramen 
ovale,  or  an  arteriovenous  fistula  in  the 
pulmonary  vascular  bed.  Emboli  may  cross  a 
patent  foramen  ovale  during  transient  increases 
in  right  atrial  pressure  associated  with  Valsalva- 
provoking  activities  such  as  straining  at  stool  or 
heavy  lifting.  Right  heart  catheterization  in 
normal  subjects  has  revealed  easy  passage  of  the 
catheter  directly  from  the  right  atrium  through 
a probe  patent  foramen  ovale  into  the  left  atrium 
in  15  to  20  percent  of  patients.  Analysis  of  recent 
studies  reveals  a 50  percent  incidence  of  patent 
foramen  ovale  in  young  adults  with  an  unex- 
plained stroke.^  The  likelihood  that  a patent 
foramen  ovale  is  unrelated  and  coincidental  is 
about  one  in  three  when  found  in  a young  adult 
with  an  unexplained  stroke,  even  if  no  evidence 
of  venous  thrombosis  can  be  documented. 

The  criteria  for  diagnosis  of  paradoxical 
embolism  was  first  put  forth  by  Meister  in  1972 
(Thble  2).^  These  criteria,  however,  may  be  insen- 
sitive in  the  detection  of  patients  early  in  the 


course  of  thromboembolic  disease.  Venous  throm- 
bosis is  present  in  about  45  percent  of  patients 
with  recognized  paradoxical  embolism,  whereas 
factors  predisposing  to  thrombophlebitis  (oral 
contraceptive  use,  bed  rest,  obesity,  cancer)  are 
present  in  70  percent. 


• Arterial  embolism  (cerebral  or  systemic) 
without  left-sided  circulatory  source 

• Concomitant  increased  right  atrial  pressure 
(pulmonary  embolusA^alsalva  maneuver) 

• Venous  thrombosis  or  predisposition  (obesity, 
bed  rest,  oral  contraceptives,  malignancy) 

• Right  to  left  shunt  (atrial  septal  defect, 
pulmonary  arteriovenous  fistula) 

Table  2.  Criteria  for  the  clinical  diagnosis  of 
paradoxical  embolus. 


Echocardiography  has  become  an  integral  part 
of  the  diagnostic  protocol  of  stroke  patients. 
Unfortunately,  early  studies  seemed  to  document 
the  limitations  of  echocardiography  in  this  field. 

In  1981,  Lovett  published  a study  from  the 
Mayo  Clinic  in  which  138  patients  with  recent 
cerebral  ischemic  symptoms  and  no  signs  of 
extracranial  arterial  disease  either  clinically  or 
on  angiographic  examination  underwent  two- 
dimensional  (2-D)  echocardiography  within  30 
days  of  the  ischemic  event."*  Of  the  echocar- 
diograms, 6.5  percent  documented  intracardiac 
thrombus,  and  23  percent  revealed  another 
potential  source  of  embolus.  The  yield  for 
echocardiography  was  significantly  higher  in 
those  patients  who  had  clinical  evidence  of 
cardiac  disease  on  the  basis  of  history,  physical 
examination,  chest  X-ray  or  electrocardiograms 
(EKG).  In  fact,  96  percent  of  the  echocardiograms 
done  in  patients  without  clinical  evidence  of 
cardiac  disease  were  negative. 

Also  in  1981,  Greenland  studied  100  con- 
secutive patients  admitted  with  the  diagnosis  of 
acute  ischemic  stroke.®  Two-dimensional 
echocardiography  was  performed  in  all  patients 
regardless  of  the  results  of  carotid  artery  evalua- 
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tion.  Two  percent  of  the  echocardiograms 
revealed  a definitive  intracardiac  thrombus,  and 
9 percent  revealed  a source  of  potential  cardiac 
embolus.  Embolic  sources,  however,  were  present 
only  in  patients  with  clinical  evidence  of  cardiac 
disease. 

In  1984,  Burnett  studied  92  patients  who  were 
felt  to  have  ischemic  strokes  of  embolic  origin.® 
Of  the  55  echocardiograms  performed  on  patients 
with  either  isolated  hypertension  or  no  clinical 
evidence  of  cardiac  disease,  none  revealed  an 
embolic  source.  Of  the  33  patients  with  clinical 
cardiac  abnormalities,  the  echocardiogram 
demonstrated  an  intracardiac  thrombus  in  10 
percent  and  another  potential  embolic  source  in 
25  percent. 

These,  and  numerous  other  studies,  quickly 
established  that  the  performance  of  standard 
transthoracic  2-D  echocardiography  (TTE)  had  a 
very  low  yield  in  patients  \vithout  evidence  of  car- 
diac abnormalities  by  history,  physical  examina- 
tion, chest  X-ray,  or  EKG.  Furthermore,  even  in 
patients  with  clinical  abnormalities,  the 
documentation  of  a lesion  with  high  embolic 
potential  was  much  less  then  would  be  suspected 
on  the  basis  of  autopsy  studies. 

In  1986,  studies  involving  the  use  of  echocar- 
diography in  the  evaluation  of  stroke  patients 
began  incorporating  agitated  saline  contrast 
injections  during  the  echocardiographic 
examination.  Previous  studies  had  documented 
that  during  normal  respiration  and  Valsalva 
strain,  TTE  with  intravenous  saline  contrast 
would  detect  atrial  right-to-left  shunting  in 
greater  than  80  percent  of  patients  with  a patent 
foramen  ovale. 

In  1986,  Harvey  and  co-workers  studied  11 
patients  with  recent  ischemic  strokes  presumed 
to  be  of  embolic  origin.^  All  were  less  than  50 
years  of  age  and  had  no  clinical  or  2-D  TTE 
evidence  of  heart  disease.  They  each  underwent 
intravenous  saline  contrast  TTE  before  and  im- 
mediately after  Valsalva.  Eight  of  the  11  patients 
had  right-to-left  shunting  demonstrated,  and  in 
six  of  these  eight,  a shunt  was  confirmed  at 
catheterization  or  surgery.  Harvey  demonstrated 
a 73  percent  incidence  of  right-to-left  shunting  in 
young  patients  who  had  suffered  an  ischemic 
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stroke.  The  incidence  of  patent  foramen  ovale  was 
only  18  percent  in  normal  volunteers,  similar  to 
previous  autopsy  series,  which  had  documented 
a 20  percent  incidence. 

The  Harvey  study  thus  revealed  a high  associa- 
tion between  interatrial  defects  and  embolic 
stroke  in  young  patients.  The  mechanism  of  the 
stroke  was  felt  to  be  a paradoxical  cerebral 
embolism  passing  from  the  venous  circulation 
through  the  patent  foramen  ovale  and  on  to  the 
cerebral  circulation.  It  was  his  conclusion  that 
“echo  contrast  studies  should  be  done  in  all  young 
patients  with  arterial  emboli  even  if  all  other 
cardiac  findings  and  studies  are  normal.” 

These  findings  were  confirmed  in  1988  by  two 
separate  studies  by  Webster®  and  Lechat.^  They 
both  found  a 40  to  50  percent  prevalence  of  patent 
foramen  ovale  with  right-to-left  shunting  in 
young  patients  who  had  suffered  ischemic 
strokes.  The  prevalence  of  patent  foramen  ovale 
in  their  control  groups  was  only  10  to  15  percent, 
and  they  both  concluded  that  paradoxical 
embolism  through  a patent  foramen  ovale  was  an 
underrecognized  cause  of  stroke  in  young  adults. 

More  recently,  transesophageal  echocar- 
diography (TEE)  has  been  applied  to  the  evalua- 
tion of  stroke  patients.  TEE  has  been  shown  to 
greatly  increase  the  sensitivity  of  detection  of 
extracephalic  sources  of  emboli  when  compared 
to  standard  TTE.  Because  the  esophagus  lies 
directly  behind  the  left  atrium  without  interven- 
ing lung  tissue  or  bony  structures,  TEE  can  im- 
age cardiac  structures  in  much  finer  detail  than 
TTE.  Obesity,  pulmonary  disease,  mechanical 
ventilation,  small  intercostal  spaces  or  precordial 
bandages  which  impose  technical  limitations  on 
TTE  do  not  hamper  image  acquisition  by  TEE. 
This  procedure  can  detect  left  atrial  thrombus 
with  a sensitivity  greater  than  95  percent; 
standard  TTE  has  a sensitivity  for  left  atrial 
thrombus  detection  of  less  than  50  percent.  The 
sensitivity  for  detection  of  atrial  septal  defect  is 
increased  with  TEE  to  over  95  percent.  Bacterial 
vegetations  as  small  as  4mm  can  be  easily  seen 
on  native  valves  with  TEE.  Prosthetic  valves 
frequently  obscure  visualization  of  vegetations 
from  the  transthoracic  approach,  but  TEE 
maintains  a high  sensitivity  for  detection  of 
vegetations  on  metallic  prosthetic  mitral  or  aortic 
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valves.  TEE  also  has  a high  sensitivity  for  left  or 
I right  atrial  myxomas  or  other  cardiac  tumors. 

i 

TEE  can  visualize  certain  areas  that  are  not 
seen  at  all  by  TTE.  Since  flow  is  often  stagnant 
in  the  left  atrial  appendage,  it  is  a frequent  site 
for  thrombus  formation.  This  area  is  clearly 
visualized  by  the  transesophageal  approach  but 
is  not  seen  by  the  standard  transthoracic 
approach.  The  thoracic  aorta  can  be  visualized  by 
TEE  with  such  clarity  that  significant 
atherosclerotic  plaques  can  be  detected  and  may 
suggest  a possible  source  of  an  embolic  stroke. 

In  1990,  Chen  demonstrated  that  TTE  had  poor 
sensitivity  for  left  atrial  spontaneous  echo  con- 
trast (SEC),  which  is  a swirling  cloud  effect  seen 
by  TEE  in  areas  of  slow-moving  blood.®  Using 
TEE,  he  found  that  eight  of  62  patients  with  SEC 
developed  a left  atrial  thrombus,  whereas  left 
atrial  thrombus  did  not  develop  in  patients  in 
whom  no  SEC  was  demonstrated.  Factors  which 
were  correlated  with  an  increased  incidence  of  SEC 
were  the  presence  of  mitral  stenosis,  enlarged  left 
atrium,  atrial  fibrillation,  or  prosthetic  mitral 
valve.  These  findings  were  confirmed  by  Castello, 
who  found  that  8 percent  of  patients  with  SEC 
developed  a left  atrial  thrombus.^® 

In  1990,  Pop  studied  72  consecutive  patients 
who  presented  after  a stroke."  Each  patient 
underwent  both  TTE  and  TEE.  Fifty-three 
patients  had  no  evidence  of  cardiac  disease  by 
history,  physical  examination,  EKG,  or  chest 
X-ray.  TTE  was  nondiagnostic  in  all  of  these 
patients.  TEE,  however,  revealed  an  intracardiac 
source  of  embolus  in  10  percent  of  these  patients 
despite  the  absence  of  clinical  evidence  of  cardiac 
disease.  Left  atrial  mass,  aortic  dissection,  mitral 
valve  leaflet  mass,  and  mitral  valve  prolapse 
were  seen  in  one  patient  each.  In  addition, 
plaques  in  the  ascending  aorta  were  detected  in 
12  patients. 

In  the  19  patients  with  clinical  evidence  of 
cardiac  disease,  TTE  again  proved  to  be  non- 
contributory. TEE  documented  an  intracardiac 
source  of  embolus  in  30  percent  of  these  patients. 
Such  documentation  included  left  atrial  mass 
lesions,  or  the  presence  of  spontaneous  echo 
contrast  in  the  left  atrium.  In  addition,  aortic 
plaques  were  seen  in  50  percent  of  these  patients. 
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Thus,  TEE  not  only  detected  an  intracardiac 
source  of  embolus  in  patients  without  prior 
clinical  evidence  of  cardiac  disease,  but  also 
demonstrated  cardiac  abnormalities  beyond 
those  seen  by  standard  TTE  in  patients  with 
known  cardiac  disease.  It  is  important  to  note 
that  this  study  did  not  use  contrast  injections  to 
look  for  patent  foramen  ovale,  which  may  have 
increased  further  its  sensitivity  for  detection  of 
potential  cardioembolic  source. 

In  summary,  cardioembolic  stroke  accounts  for 
approximately  one  in  every  six  focal  cerebral 
ischemic  events.  The  documentation  of  a poten- 
tial cardioembolic  source  has  important 
implications  in  the  subsequent  therapeutic 
regimen.  Standard  transthoracic  echocar- 
diography has  not  proved  useful  in  patients 
greater  than  50  years  of  age  without  clinical 
evidence  of  cardiac  abnormalities.  In  young  pa- 
tients, however,  the  use  of  intravenous  saline  in- 
jections in  combination  with  standard 
transechocardiography  or  especially  in  combina- 
tion with  transesophageal  echocardiography  may 
detect  a significant  number  of  potential  cardiac 
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embolic  sources.  Moreover,  in  older  patients 
without  definitive  embolic  source  documented 
by  standard  transthoracic  techniques,  a 
transesophageal  echocardiogram  can  provide 
important  additional  information.  Recent  studies 
suggest  that  transesophageal  echocardiography 
may  be  the  procedure  of  choice  in  evaluating  any 
patient  for  the  source  of  an  embolic  stroke  once 
noninvasive  testing  has  ruled  out  the  presence  of 
significant  carotid  artery  disease. 
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Case  Report:  Congenital  Syphilis 
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Hypertension  of  the  Newborn 
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/ Abstract 

A Newborn  infant  with  prenatally  acquired 
syphilis  and  persistent  pulmonary  hypertension 
is  described.  The  patient  had  clinical,  serologic, 
and  radiologic  evidence  of  syphilis  at  birth.  He 
demonstrated  right  to  left  shunting  of  blood  at 
the  level  of  the  foramen  ovale,  and  responded  to 
hjq)erventilation.  Despite  adequate  oxygenation 
with  hyperventilation,  the  patient  expired  after 
five  days  of  therapy  due  to  a progressive 
pneumonia  and  hypotension.  The  clinician 
should  be  aware  of  this  unusual  mode  of  presen- 
tation and  anticipate  the  potential  need  for  ear- 
ly aggressive  intervention. 
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Introduction 

Despite  worldwide  screening  for  syphilis,  infec- 
tion during  pregnancy  still  remains  a significant 
problem.  Congenital  syphilis  is  a serious 
neonatal  illness  with  multisystem  involve- 
ment.''* Dermatologic  manifestations  occur  in 
30  to  50  percent  of  cases;  these  include 
nonspecific  maculopapular  rashes  and  the  more 
typical  vesiculo-bullous  form  of  syphilitic  pem- 
phigus.^'^ Gastro-intestinal  manifestations 
include  hepatitis,  and  splenomegaly. '*'® 
Hematological  findings  consist  of  hemolytic 
anemia,  leukemoid  reaction,  thrombocytopenia, 
and  disseminated  intravascular  coagulation.'* 
The  classic  radiologic  features  include 
metaphyseal  lucencies  in  the  long  bones  and  in 
particular,  lytic  lesions  and  lucencies  in  the 
proximal  tibia  (Winberger’s  sign).^'®  There  are 
numerous  other  findings  previously 
described.®"  Although  respiratory  involvement, 
including  syphilitic  rhinitis  (snuffles)  and 
pneumonitis  (pneumonia  alba),  has  been 
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reported,  these  findings  are  usually  late  and  in- 
sidious in  onset,  and  do  not  present  as  acute 
respiratory  failure  at  birth. 

We  describe  a previously  unreported  finding  of 
congenital  syphilis  temporally  associated  with 
respiratory  failure  and  persistent  pulmonary 
hypertension  of  the  newborn  (PPHN). 

Case  History 

The  patient  was  a 6 lb.  10  oz.  male  transferred 
to  the  Medical  Center  of  Delaware  for  progressive 
respiratory  distress.  The  infant  was  the  product 
of  a 40-week  gestation  in  a 17-year-old  gravida  3, 
para  1,  aborted  2 female.  The  mother  developed 
a positive  VDRL  three  months  prior  to  delivery, 
but  was  lost  to  follow-up  and  never  treated  until 
after  delivery.  She  presented  to  the  referring 
hospital  on  the  day  of  delivery  in  active  labor. 
Membranes  were  ruptured  at  the  time  of  delivery, 
and  thick  meconium  was  noted.  Vaginal  delivery 
yielded  an  infant  with  Apgar  scores  of  5 and  8, 
at  one  and  five  minutes,  respectively.  The  patient 
was  initially  placed  in  40  percent  oxygen  by  hood, 
but  developed  acute  respiratory  failure  and  was 
intubated.  The  initial  arterial  blood  gases  on  100 
percent  inspired  oxygen  were  pH  6.69,  pC02  55 
mmHg,  p02  51  mmHg,  base  deficit =36. 

Upon  arrival  at  the  Medical  Center  of 
Delaware,  the  initial  physical  exam  and 
laboratory  values  were  confirmatory  for  con- 
genital syphilis.  These  findings  included:  1) 
hepatomegaly,  with  marked  elevations  in  SCOT, 
SGPT,  and  alkaline  phosphatase,  2)  radiographs 
demonstrating  metaphyseal  lucencies,  and 
irregularity  along  the  medial  aspect  of  the  prox- 
imal tibia  and  fibula  (Figure  1),  3)  a positive 
VDRL,  and  4)  interstitial  pneumonitis  on  initial 
chest  radiograph. 

The  child’s  ventilator  course  was  characterized 
by  severe  persistent  pulmonary  hypertension. 
This  was  initially  confirmed  by  two-dimensional 
contrast  echocardiography,  which  demonstrated 
right  to  left  shunting  across  the  foramen  ovale. 
Figure  2 illustrates  the  effect  of  arterial  pC02 
and  pH  on  arterial  p02.  There  was  a significant 
correlation  (p<  .001)  between  both  pH  and  pC02 
on  arterial  p02.  The  mean  +SEM  pH  and  pC02 
used  to  achieve  adequate  oxygenation  were 


Figure  1,  Radiograph  of  left  tibia  and  fibula, 
showing  changes  of  congenital  syphilis  (see  text). 


7. 59 +.02  and  21.63+ + 1.16  mmHg,  respectively. 
Figure  3 plots  arterial  pC02  and  p02  versus  time 
during  hyperventilation.  This  figure  also  shows 
the  critical  level  of  pC02  required  to  maintain 
adequate  oxygenation  and  the  marked  lability  in 
oxygenation  during  hyperventilation.  The 
maximum  ventilator  settings  were  100  percent 
inspired  oxygen  for  the  duration  of  mechanical 
ventilation,  40  cmH20  peak  inflating  pressure, 
5 cmH20  positive  end-expiratory  pressure, 
70/minute  ventilator  rate.  Pavulon  was  employed 
to  prevent  interference  of  body  movement  with 
ventilation.  Dopamine  was  used  in  an  attempt  to 
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FEOSESSION  or  fH  'Ji  P02  EECRESSION  OF  PC02  VS  P02 


I Figure  2a  and  2b.  Linear  regression  of  the  independent  effect  of  pH  and  pC02  on  arterial  p02  during 
1 hyperventilation  therapy. 


TIME  VS  P02  ANC  PC02  DUPINS  # PC02 


Figure  3.  Arterial  pC02  and  p02  plotted  versus 
time  during  hyperventilation  therapy. 
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increase  systemic  blood  pressure  above 
pulmonary  artery  pressure  and  reverse  right  to 
left  shunting. 

Despite  adequate  oxygenation  with  hyper- 
ventilation, the  patient  developed  a progressive 
pneumonia  and  hypotension;  the  patient  expired 
after  five  days.  The  findings  at  autopsy  included: 
syphilitic  osteochondritis  involving  the  zone  of 
provisional  calcification  in  the  metaphyseal 
region  of  the  tubular  long  bones  (Figure  4); 
multifocal  hepatocellular  necrosis,  probably 
ischemic  in  etiology;  a large  infarct  of  the  spleen 
with  rupture  and  pericapsular  hematoma;  acute 
pancreatitis;  diffuse  pulmonary  alveolar  damage, 
and  acute  confluent  bronchopneumonia  with 
aspirated  meconium.  Spirochetes  were 
demonstrated  in  the  spleen  (Figure  5).  Post- 
mortem culture  of  the  lung  grew  Pseudomonas 
aeruginosa. 

Discussion 

This  case  demonstrates  the  potential  severity 
of  illness  in  association  with  congenital  syphilis. 
While  there  is  clearly  no  demonstration  of 
syphilis  causally  associated  with  persistent 
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Figure  4.  Post-mortem  radiograph  of  the  distal 
femur,  showing  provisional  calcification  in  the 
metaphyseal  region. 


Figure  5.  Dieterle  stain  demonstrating 
spirochetes  in  the  spleen  (original  magnification 
400x). 


pulmonary  hypertension  of  the  newborn,  both 
syphilis  and  PPHN  co-existed  in  this  critically  ill 
patient.  Since  the  mother’s  syphilis  was 
untreated  for  at  least  three  months,  chronic 
intrauterine  hypoxia,  acidosis,  and  resultant 
meconium  aspiration  syndrome  could  explain  the 
development  of  persistent  pulmonary  hyperten- 
sion in  this  infant. Murphy  et  al,  have 
demonstrated  pulmonary  arteriolar  hyperplasia 
in  infants  exposed  to  in  utero  hypoxia,  leading  to 
severe  right-to-left  shunting,  as  was  seen  in  this 
patient.^® 

Ewing  et  al,  recently  reported  seven  cases  of 
congenital  syphilis.  Common  findings  included: 
hepatomegaly,  skin  rashes,  positive  serology  and 
radiologic  long  bone  changes.  Six  of  the  seven 
children  were  alive  at  three-and-a-half-year 
follow-up;  one  died  of  sudden  infant  death 
syndrome  at  two  and  a half  months  of  age.  Only 
one  of  the  infants  demonstrated  signs  of 
congenital  syphilis  at  birth;  the  age  of  presenta- 
tion ranged  from  two  to  sixteen  weeks.  Lee  et  al, 
described  an  infant  with  congenital  syphilis  who 
died  at  30  hours,  secondary  to  overwhelming 
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disseminated  intravascular  coagulation.^^ 
Herman  also  reported  that  congenital  syphilis 
often  goes  unnoticed  in  the  immediate  newborn 
period.  More  commonly,  prenatal  syphilitic  in- 
fection presents  as  stillbirth  and  abortions. 
Detection  may  also  be  delayed  for  several  months 
after  delivery  of  a viable  infant.^  The  patient 
described  in  this  report  demonstrates  that 
prenatal  acquisition  of  syphilis  can  co-exist  with 
pulmonary  hypertension  at  birth.  Despite 
adequate  oxygenation  during  hyperventilation 
and  appropriate  antibiotic  therapy  this  patient 
died  of  respiratory  failure  at  five  days  of  age. 

The  clinician  should  be  alerted  to  this  unusual 
finding  in  a patient  with  syphilis  in  the  newborn 
period,  and  anticipate  the  need  for  early 
aggressive  intervention. 
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Position  Paper  on  Consultations 


Introduction 

Several  months  ago,  several  primary  care 
pediatricians  who  were  members  of  the 
Wilmington-New  Castle  Pediatric  Association 
became  concerned  by  reports  of  poor  communica- 
tion from  the  specialists.  However,  as  discussion 
progressed,  it  became  clear  that  referring  physi- 
cians were  also  frequently  lax  in  forwarding 
necessary  information  to  consultants.  Com- 
munication to  and  from  nonpediatric  specialists 
was  also  quite  variable. 

Our  own  sense  and  guidelines  from  the  AMA 
helped  us  develop  the  following  guidelines,  which 
are  designed  to  foster  clearer  communication 
between  referring  physicians  and  consultants. 
These  are  intended  to  apply  to  any  situation  in 
which  a primary  physician’s  patient  is  seen  by 
other  doctors,  including  radiologists, 
dermatologists,  orthopedists,  psychiatrists, 
emergency  physicians,  nonphysician  consultants, 
or  any  other  consultant. 


We  hope  that  these  guidelines  will  remind 
physicians  of  their  responsibilities  when  they  are 
referring  patients  or  seeing  them  in  consultation. 
We  suspect  ovu*  nonpediatric  colleagues  will  also 
be  interested  in  our  thoughts  on  this  issue.  With 
the  affiliation  between  Thomas  Jefferson  Univer- 
sity, the  A. I.  duPont  Institute  and  the  Medical 
Center  of  Delaware,  we  feel  it  is  an  appropriate 
time  to  share  these  guidelines. 

David  Epstein,  M.D. 
Vice  President,  American  Academy 
of  Pediatrics/Delaware  Chapter 
Secretary,  Wilmington-New  Castle 
Pediatric  Association 


J.  Jordan  Storlazzi,  M.D. 
President,  Wilmington-New  Castle 
Pediatric  Association 
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Position  Paper  on  Consultations 

Wilmington-New  Castle  Pediatric  Association 

From  time  to  time,  a pediatrician  or  other 
physician  may  ask  another  physician  for  consul- 
tation about  the  diagnosis  or  management  of  a 
patient.  The  consultant  may  then  offer  an 
opinion,  or  accept  the  patient  in  transfer,  depend- 
ing on  the  requirements  of  the  patient.  The 
consultant  may  be  in  the  same  or  different 
specialty;  radiologists,  psychiatrists  and 
emergency  physicians  are  good  examples. 

In  the  best  case,  the  relations  between  the  refer- 
ring physician  and  the  consultant  will  affect  the 
ease  with  which  they  work  together.  In  the  worst 
case,  they  can  adversely  affect  the  care  of  the  pa- 
tient. The  following  are  guidelines  regarding  the 
obligations  of  the  referring  physician  and  the 
consultant. 

Responsibilities  of  the  Referring  Physicians 

It  is  the  referring  physician’s  duty  to  make  clear 
the  extent  of  involvement  that  he  or  she  expects 
from  the  consultant  before  the  consultant  sees  the 
patient.  When  a patient  is  referred,  the  primary 
physician  should  inform  the  consultant  of  the  per- 
tinent presenting  symptoms,  physical  findings 
and  laboratory  workup  performed,  if  any.  This 
communication,  which  can  be  made  over  the 
phone  or  by  letter,  should  normally  take  place 
directly  between  the  doctors,  not  their  staff, 
unless  the  case  is  straightforward. 

The  consultant  may  be  asked  to  render  an  opin- 
ion, proceed  with  noninvasive  tests,  perform 
invasive  diagnostic  procedures,  or  render 
definitive  treatment.  In  some  cases,  the  consultant 
would  confer  with  the  referring  physician  before 
each  step  of  the  workup.  In  other  cases,  the  con- 
sultant might  manage  the  case  independently. 

If  the  situation  is  urgent,  the  consultant  can 
reasonably  expect  a phone  call  before  he  or  she 
evaluates  the  patient.  (Obviously,  an  emergency 
should  be  treated  without  waiting  for  the  referral 
call.)  Otherwise,  a letter  mailed  to  the  consultant, 
or  a reasonably  extensive  written  note  carried  by 
the  patient,  is  adequate.  If  there  are  questions,  the 
referring  ph}^ician  should  confirm  that  the  consult- 
£mt  is  willing  to  accept  the  patient  in  consultation. 
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For  radiologic  consultation,  a tentative 
diagnosis  is  the  minimum  acceptable.  If  the  pa- 
tient is  being  sent  to  an  emergency  room,  a call 
to  the  triage  nurse  should  suffice  unless  the  case 
is  complicated. 

Responsibilities  of  the  Consultant 

After  the  patient  has  been  examined,  a ten- 
tative diagnosis  and/or  proposal  of  management 
should  be  offered  directly  to  the  referring  physi- 
cian, unless  prior  arrangements  have  been  made. 
The  patient  should  be  discussed  with  the  refer- 
ring physician  before  admission  to  the  hospital, 
performance  of  invasive  testing  or  rendering  any 
major  treatment,  unless  the  referring  physician 
indicates  otherwise. 

The  consultant  may  telephone  the  referring 
physician  if  the  situation  is  urgent,  or  a letter 
may  be  sent  if  no  action  is  planned  until  after  the 
referring  physician  receives  the  letter.  Notifica- 
tion of  routine  or  simple  treatment  that  the 
consultant  might  be  expected  to  perform 
frequently  (such  as  prescribing  spectacles,  setting 
simple  fractures,  or  topical  dermatologic  treatment) 
can  reasonably  be  made  after  the  fact. 

A consultant  should  not  refer  the  patient  to 
another  clinic  or  consultant,  begin  a treatment 
plan  or  diagnosis  or  admit  a patient  to  the 
hospital  without  approval  and/or  concurrence  of 
the  referring  physician.  Even  if  emergency  treat- 
ment is  being  given  late  at  night,  the  patient 
should  be  discussed  with  the  referring  physician 
at  that  time  unless  the  two  physicians  have  made 
prior  arrangements. 

A consultant  should  not  further  consult  other 
specialists  unless  the  attending  physician  has 
transferred  the  entire  responsibility  for  care  to 
the  consultant.  The  primary  physician  is  respon- 
sible for  directing  the  patient’s  care,  including 
decisions  regarding  specialist  care. 

Once  treatment  has  been  instituted,  follow-up 
should  be  with  both  the  consultant  and  the  refer- 
ring physician.  If  the  consultant  is  providing 
ongoing  care,  he  or  she  should  send  periodic  prog- 
ress letters  to  the  referring  physician.  If,  after 
discussion  with  the  referring  physician,  the  pa- 
tient was  admitted  to  the  hospital  to  the  consult- 
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ant’s  service,  the  consultant  should  initiate  con- 
sultation with  the  referring  physician. 

The  Patients 

Unless  it  is  an  emergency,  the  consultant 
should  discuss  his  or  her  findings  and/or 
recommendations  and  concur  with  the  referring 
physician  before  talking  with  the  patients  or 
parents.  Frequently  the  patient  will  ask  the 
consultant  for  his  or  her  opinion.  The  consultant 
can  reasonably  be  expected  to  discuss  findings 
and  suggestions  with  the  patients;  however,  the 
discussion  should  be  couched  in  tentative  terms 
until  the  consultant  and  referring  physician  have 


discussed  the  case.  It  is  important  that  the  pa- 
tient know  who  is  the  primary  manager  of  their 
care. 

On  occasion,  a patient  will  seek  specialty  care 
without  the  knowledge  of  the  primary  physician. 
In  this  event,  confidentiality  considerations 
prevent  the  specialist  from  releasing  the  medical 
specifics  to  the  primary  physician  without  the 
patient’s  permission;  however,  the  consultant 
should  strongly  suggest  that  the  patient  give  per- 
mission. The  consultant  may  be  able  to  tell  the 
primary  physician  that  the  patient  was 
examined. 
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Love's  Executioner,  & Other  Tales  of  Psychotherapy, 

by  Irvin  D.  Yalom,  M.D.,  Basic  Books,  Inc.,  New 
York,  1989,  270  pp.,  $19.95. 

Dr.  Yalom  is  a practicing  psychotherapist  and 
Professor  of  Psychiatry  at  Stanford  University 
School  of  Medicine. 

Each  of  the  ten  chapters  in  this  book  is  a true 
account  of  his  clinical  encounter  with  a problem 
patient,  with  only  identity  veiled.  His  thesis  is 
that  “...  the  psychoanalytic  encounter  is  a caring 
deeply  human  meeting  between  two  people,  one 
(generally,  but  not  always  the  patient)  more 
troubled  than  the  other.  The  analyst  enters  into 
the  life  of  the  patient  and  is  affected  and 
sometimes,  changed  by  the  encounter.”  He  em- 
phasizes that  the  psychiatrist  cannot  do  all  the 
work,  but  only  points  the  way  to  the  patient 
toward  what  must  be  done,  and  then  trusts  to  the 
patient’s  own  desire  for  growth  and  change  to  do 
the  rest. 

As  each  of  the  ten  patients  states  his  or  her 
trouble  initially  at  Dr.  Yalom’s  desk,  the  problem 
seems  much  like  those  encountered  daily  in  any 
busy  primary  care  physician’s  office.  But  then  as 
each  story  develops,  step  by  step  with  the  growth 
of  the  relationship  between  patient  and 
therapist,  the  tale  becomes  riveting  and 
powerful. 

Reading  this  book  will  give  the  physician  not 
only  a few  interesting  hours,  but  more  insight  in- 
to the  tremendous  power  of  the  patient-physician 
relationship. 

David  Platt,  M.D. 
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The  Basic  Science  of  Oncology,  by  Ian  F.  Thnnock 
and  Richard  P.  Hill.  Pergamon  Press,  1987, 397  pp. 

Its  editors  state  that  this  paperback  review  of 
the  basic  science  of  oncology  was  designed  for 
clinicians,  clinical  trainees  in  radiation,  post- 
doctoral fellows,  scientists  engaged  in  cancer 
research  and,  occasionally,  nurses,  pharmacists 
and  other  health  professionals.  The  chapter  format, 
charts,  and  graphs  show  good  editorial  control 
despite  the  book’s  numerous  authors.  Cross- 
references  are  fi^uent,  and  a glossary  is  included, 
although  I found  it  to  be  far  from  complete. 

One  of  the  author’s  colleagues  cited  the  folly  of 
the  endeavor,  and  I think  his  warning  was  in 
order.  It  is  a formidable  challenge  for  multiple 
authors  to  summarize  the  basic  science  of  on- 
cology for  a mixed  audience  with  a varied 
background  in  science  and  oncology.  Each  branch 
of  the  basic  sciences  uses  specific  terminology 
which  often  has  no  relation  to  the  language  used 
in  scientific  disciplines.  As  a result,  explanations 
are  often  couched  in  terms  which  are  poorly 
defined  in  the  limited  space  allowed.  It  is  too  bad 
that  the  authors  were  not  more  successful  in 
trying  to  teach  “concepts”  instead  of  so  many 
specifics.  Most  of  the  “latest”  references  cited  are 
from  1984,  with  only  a few  from  1985.  Oncologic 
knowledge  is  accumulating  too  fast  to  ignore  the 
last  five  years  of  progress.  As  a clinician,  I was 
disappointed  to  find  so  few  references  to  the 
clinical  application  of  the  basic  sciences,  with  an 
understanding  that  what  may  be  clear  in  a cell 
culture  or  a mouse  may  be  much  more  confusing 
or  inappropriate  in  a patient.  There  was  little 
appreciation  of  how  important,  complicated  and 
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difficult  clinical  research  is  in  comparison  to 
research  within  test  tubes  and  mice. 

I was  interested  in  finding  phase  I and  II 
clinical  trials  referred  to  as  “exploratory”  and 
phase  III  trials  as  “pragmatic.”  Both  terms  were 
new  to  me  and  are  not  used  by  most  clinical 
investigators. 

There  was  very  limited  discussion  of  adjuvant 
clinical  research  trials,  and  almost  no  reference 
to  cancer  control  trials  or  efforts.  For  example,  no 
effort  was  made  to  help  basic  science  students 
understand  the  research  challenge  of  learning 
how  to  prevent  young  people  from  starting  to 
smoke  or  to  help  those  strongly  addicted  to 
nicotine  to  quit,  although  the  facts  about  these 
dangers  from  tobacco  have  been  widely 
elucidated  in  much  basic  research.  In  fact,  the 
public  health  importance  of  tobacco  in  com- 
parison to  other  environmental  carcinogens  was 
never  mentioned.  Recent  efforts  to  better  under- 
stand conflicting  results  from  randomized  clinical 
trials  through  meta-analysis  was  ignored. 

While  there  was  much  to  praise  in  this  format 
and  the  development  of  a text  useful  for  those  in- 
volved in  studying  and  managing  human  cancer, 
I can’t  recommend  this  book  for  the  student  of 
oncology.  However,  it  does  have  references  for 
someone  who  wants  to  learn  more  about  the  basic 
biology  of  radiation,  the  pharmacokinetics  of 
chemotherapeutic  drugs,  the  evidence  for  further 
study  in  hyperthermia,  expectations  for 
monoclonal  tagged  antibodies,  and  the 
significance  of  oncogenes.  It  also  provides  some 
basic  tenets  of  cancer  epidemiology. 

While  some  of  the  material  is  out  of  date,  many 
of  the  basic  methods  and  studies  pertinent  to 
understanding  cancer  do  go  back  a number  of 
years.  It  is  too  bad  that  more  effort  wasn’t  made 
to  emphasize  molecular  biologic  findings  com- 
mon to  many  of  the  basic  sciences  used  to  study 
cancer. 

Robert  W.  Frelick,  M.D. 
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FROM  THE  AMA 


Nursing  Home  Core 
and  the  Difficult  Patient 


Half  of  all  neuroleptic  drug  use  in  nursing 
homes  between  1976  and  1985  would  be  con- 
sidered ineligible  under  recently  implemented 
federal  guidelines,  according  to  a study 
published  in  the  Journal  of  the  American  Medical 
Association  (January  23,  1991). 

Federal  regulations  on  neuroleptic  or  anti- 
psychotic drug  use  in  Medicare-  and  Medicaid- 
certified  nursing  homes  went  into  effect  October 
1,  1990.  The  guidelines  require  documentation 
of  a specific  condition  warranting  neuroleptics; 
prohibit  their  use  on  an  as-needed  basis  or  if  cer- 
tain behaviors  are  the  only  justification  for  use; 
and  require  dose  reductions  coupled  with 
attempts  at  behavioral  programming,  which 
includes  environmental  modification. 

“This  study  used  extant  data  to  estimate 
ineligible  neuroleptic  use  at  the  individual  and 
nursing  home  levels  had  these  regulations  been 
in  effect  in  1976  through  1985,”  the  authors 
write.  Subjects  in  60  nursing  homes  from  eight 
western  states  were  followed  for  up  to  24  months. 
They  were  broken  into  two  groups:  admissions 
(5,752  people)  and  residents  (3,191). 

A related  study  in  the  same  issue  of  JAMA 
examined  the  patterns  of  and  risk  factors  for 
mechanical  restraint  use  in  nursing  homes.  It 
found  use  of  mechanical  restraints  was  common 
but  intermittent  for  reasons  of  safety  and 
behavior  in  disoriented,  active  residents.  The 
study  found  no  facility  characteristic  to  be 
associated  with  restraint  use.  According  to  the 
authors,  66  jjercent  of  all  residents  were  restrained 
at  some  point  during  the  study.  “Unsteadiness 
(72  percent),  disruptive  behavior  such  as  agita- 
tion (41  percent),  and  wandering  (20  percent) 
were  the  most  frequently  cited  reasons  for  initia- 
tion of  restraints,”  they  write. 
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In  an  editorial  accompanying  the  two  studies, 
Stephen  F.  Jencks,  M.D.,  and  Steven  B.  Clauser, 
Ph.D.,  both  of  the  Office  of  Research,  Health  Care 
Financing  Administration  (HCFA),  Baltimore, 
but  expressing  their  own  opinions,  write:  “These 
articles  have  a special  timeliness  because  of  a 
growing  movement,  embodied  in  the  recent 
HCFA  regulations,  to  transform  nursing  homes 
into  rehabilitative  environments  that  promote 
individualized  care  and  the  highest  practical 
levels  of  functioning  and  independence.  The 
regulations  rest  on  a clinical  reality  that  is 
sometimes  forgotten:  the  use  of  neuroleptics  and 
mechanical  restraints  is  a clinical  intervention. 
Clinical  interventions  should  reflect  both  an 
understanding  of  the  problem,  expressed  in  a 
working  diagnosis,  and  a considered  choice 
among  therapeutic  alternatives.  Attending 
physicians  need  to  be  able  to  make  a clinically 
complete  assessment  of  the  causes  of  those 
troublesome  behaviors  that  are  currently  being 
managed  with  inappropriate  medication  and 
mechanical  restraints.” 

AMA  Guidelines  on  Gifts 
from  Industry  to  Physicians 

Tb  address  growing  concerns  over  certain  gifts 
from  industry  to  physicians,  the  American 
Medical  Association’s  Council  on  Ethical  and 
Judicial  Affairs  has  issued  guidelines  in  JAMA 
to  help  physicians  avoid  accepting  inappropriate 
gifts.  (January  23,  1991) 

The  controlling  principle  is  that  any  gifts 
“should  primarily  entail  a benefit  to  patients  and 
should  not  be  of  substantial  value,”  the  Council 
writes.  Cash  or  subsidies  to  pay  for  travel,  lodg- 
ing or  other  personal  expenses  should  not  be  ac- 
cepted. No  gifts  should  be  accepted  if  they  are  tied 
to  a physician’s  prescribing  practices.  Additionally, 
money  to  underwrite  the  costs  of  continuing 
medical  education  should  go  not  to  individual 
physicians,  but  to  a conference  sponsor,  who  can 
then  use  the  money  to  reduce  registration  fees. 
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HEALTH  LAW 


U.S.  Budget  Cuts  Affect  Medicare  Physician  Payments 


Philip  D.  Mitchell,  Esq. 
Brian  T.  Corbett,  Esq. 


With  all  of  Congress’  fighting  over  the  budget, 
as  usual,  physicians  did  not  fare  well  with  regard 
to  their  payments  under  Medicare.  The  one 
positive  note  is  that  after  many  attempts  over  the 
past  several  years.  Congress  will  finally  allow  a 
physician  to  bill  for  a covering  physician’s  ser- 
vices. However,  very  few  physicians,  if  any,  will 
escape  the  wide-sweeping  cost-cutting  provisions, 
which  are  expected  to  result  in  savings  of  over  $8 
billion  in  physician  services  expenditures  over 
the  next  five  years.  The  more  important  provi- 
sions of  the  Budget  Bill  affecting  physicians  are 
summarized  below.  (This  summary  is  based  on  a 
House-Senate  Conference  Report  prepared 
around  the  time  of  passage  of  the  Budget  Bill.  It 
should  be  noted  that  Budget  Conference  Reports 
are  occasionally  inaccurate  due  to  the  fact  that 
they  are  written  under  great  time  pressures.) 

Reciprocal  Billing  Arrangements  (Locum  Tenens) 

The  Budget  Bill  contains  a provision  specifical- 
ly permitting  the  use  of  reciprocal  billing  ar- 
rangements between  covering  physicians. 
Specifically,  payment  will  be  made  to  Physician 
A for  services  provided  on  an  occasional  basis  by 
Physician  B in  Physician  A’s  absence,  provided 
the  following  conditions  are  satisfied:  (a)  Physi- 
cian A is  unable  to  provide  the  services;  (b)  the 
patient  has  arranged  to  receive  the  services  from 
Physician  A;  (c)  the  claim  form  includes  Physi- 
cian A’s  identifier  number  and  indicates  that  the 
claim  is  for  a covered  service;  and  (d)  the  services 

Mr.  Mitchell  and  Mr.  Corbett  are  associates  in  the  Health  Law  Department  of  Saul, 
Ewing,  Remick  and  Saul. 

Health  Law  Editor,  Stephen  R.  Pfermut,  M.D.,  J.D. 


are  not  provided  by  Physician  B over  a continuous 
period  of  longer  than  60  days.  This  provision  is 
effective  60  days  from  the  date  of  enactment. 

Physician  Rate  Update/Fee  Freeze 

The  negative  impact  of  the  Budget  Bill  on 
physicians  will  be  immediate.  Payments  made  to 
physicians  (as  well  as  providers  and  suppliers) 
under  Part  B of  the  Medicare  program  for  ser- 
vices provided  during  November  and  December 
1990  will  be  reduced  across  the  board  by  2 per- 
cent. Moreover,  while  the  fees  paid  for  primary 
care  physician  services  will  be  updated  by  the  full 
amount  of  the  annual  change  in  the  Medicare 
Economic  Index  (MEI)  as  of  April  1, 1991,  fees  for 
nonprimary -care  physician  services  will  be  frozen 
at  their  current  levels.  All  services  will  be  up- 
dated at  the  beginning  of  fiscal  year  1992,  but  the 
MEI  update  factor  will  be  reduced  by  .4  percent. 

Overvalued  Procedures 

The  Budget  Bill  requires  further  reductions  in 
the  Part  B budget  by  lowering  reimbursement  for 
245  “overvalued”  procedures  as  determined  by 
the  Physician  Payment  Review  Commission 
(PPRC).  Prevailing  charges  will  be  reduced  by  the 
same  amount  by  which  they  were  reduced  pur- 
suant to  OBRA  1989.  The  reduction  for  1991 
equals  one-half  to  one-third  of  the  remaining  dif- 
ference between  the  current  prevailing  charges 
and  the  projected  relative  value  scale  (RBRVS) 
amounts.  The  prevailing  charges  for  services 
which  were  not  included  in  the  initial  relative 
value  scale  survey  will  be  reduced  by  6.5  percent 
in  1991,  with  limited  exceptions. 
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Peer  Review 

The  Budget  Bill  also  contains  provisions 
requiring  each  Medicare-contracting  Peer 
Review  Organization  to  notify  state  licensing 
boards  when  it  recommends  a sanction  against 
one  of  the  board’s  licensees  for  failiu*e  in  a 
substantial  number  of  cases  to  comply  with  his 
or  her  obligations  or  to  have  grossly  violated  such 
obligations.  The  Budget  Bill  also  requires  PROs 
to  notify  a state  licensing  board  upon  the  suspen- 
sion of  a licensee  from  the  Medicare  program. 

"RAP"  Services 

Reductions  in  fees  are  also  specifically  required 
for  radiology,  anesthesiology  and  pathology  ser- 
vices. Amounts  payable  under  the  radiology  fee 
schedule  will  be  decreased  by  adjusting  conver- 
sion factors  up  to  a maximum  of  9.5  percent  (with 
the  total  amount  of  the  actual  reduction  deter- 
mined in  large  part  by  adjustments  to  local  con- 
version factors).  In  addition,  the  fees  otherwise 
payable  for  the  technical  component  of  magnetic 
resonance  imaging  and  computerized 
tomography  services  will  be  reduced  by  10  per- 
cent effective  January  1,  1991. 

Amounts  payable  under  the  anesthesiology  fee 
schedule  will  be  reduced  by  cutting  the  national 
weighted  average  conversion  factor  by  7 percent 
and  also  by  cutting  local  conversion  factors.  The 
total  reduction  in  1991  may  not  exceed  15 
percent. 

The  Budget  Bill  sets  the  prevailing  rate  for 
pathology  services  during  1991  at  93  percent  of 
the  1990  prevailing  rate  and  repeals  the  require- 
ment for  the  implementation  of  a fee  schedule  for 
pathology  services. 

EKG  Interpretations 

Effective  January  1, 1992,  Medicare  will  cease 
paying  physicians  for  EKG  interpretations  per- 
formed during  an  office  or  hospital  visit;  such  fees 
will  be  presumed  to  be  included  in  payment  for 
the  office  or  hospital  visit  similar  to  current  pay- 
ment practices  for  the  interpretation  of  other  sim- 
ple diagnostic  tests.  Furthermore,  payment  for 
the  technical  component  of  diagnostic  tests  (ex- 
cluding clinical  laboratory  and  radiology  tests) 
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currently  based  on  reasonable  charges  will  j 
remain  at  the  reasonable  charge,  but  will  be  ( 
capped  at  the  national  median  of  such  charges,  i 

j 

New  Physicians  i 

Reimbursement  for  services  provided  by  new 
physicians  during  their  first  year  of  practice  will 
be  limited  to  80  percent  of  the  prevailing  charge 
(or  relative  value  scale  fee,  as  applicable),  with 
the  limit  increased  by  5 percent  per  year  through 
their  fourth  year  of  practice.  These  limitations  do 
not  apply  to  primary  care  services  or  services  pro- 
vided in  health  work  force  shortage  (rmal)  areas. 
This  provision  also  extends  to  professional  ser- 
vices furnished  by  CRNAs,  clinical  social 
workers,  physician  assistants,  certified  nurse- 
midwives,  physical  therapists,  respiratory 
therapists  and  other  professionals  specified  by 
the  Secretary  of  HHS. 

Assistants*at-Surgery 

Payments  for  physicians  serving  as  assistants 
at  surgery  will  be  limited  to  16  percent  of  the 
global  charge  for  the  relevant  surgical  service 
and  no  such  payment  will  be  made  where 
assistants  are  used  in  less  than  5 percent  of  such 
cases. 

Volume  Performance  Standards 

The  Budget  Bill  also  modifies  the  volume  per- 
formance standards  used  to  determine  the  an- 
nual updates  for  services  paid  for  under  Part  B 
of  the  Medicare  program.  Volume  performance 
standards  were  introduced  in  the  Omnibus 
Budget  Reconciliation  Act  of  1989  (OBRA  1989). 
The  standards  are  derived  from  a formula  based 
on  an  increase  in  fees  and  volume  of  services  pro- 
vided less  an  adjustment  factor.  The  Budget  Bill 
increases  the  adjustment  factors  (and  thus  lowers 
the  total  value  of  the  volume  performance  stand- 
ards) from  .5  percent  to  1 percent  in  1991, 1.0  per- 
cent to  1.5  percent  in  1992  and  1.5  percent  to  2 
percent  in  1993. 

HMO  Inducements  to  Reduce  Services 

The  Budget  Bill  provides  that  Medicare  risk- 
sharing contracts  between  HMOs  and  physicians 
include  a provision  prohibiting  the  HMO  from 
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making  payments  to  physicians,  either  directly 
or  indirectly,  as  an  inducement  to  reduce  services 
provided  to  beneficiaries  or  enrollees.  Such  incen- 
tive programs  are  permissible,  however,  if  the 
organization  does  not  make  any  specific  payment 
to  a ph)^ician  with  regard  to  any  specific  enrollee, 
and,  if  the  physician  is  at  risk  for  services  other 
than  his  or  her  own  services,  the  HMO  must  pro- 
vide stop-loss  protection  and  periodically  survey 
enrollees  to  ensure  they  have  adequate  access  to 
services  and  are  generally  satisfied  with  the 
quality  of  services.  Violation  of  the  restriction  of 
such  physician  inducements  may  subject  the 
HMO  to  a civil  monetary  penalty  of  up  to  $25,000 
per  occurrence  and/or  suspension  of  new 
enrollments  or  payments  for  new  enrollees  until 
the  violation  is  cured.  This  provision  repeals  the 
1986  Budget  Act  prohibition  on  such  incentive 
payments. 

While  it  is  cleEir  that  physicians  are  mostly 
adversely  affected  by  the  Medicare  provisions  of 
the  Budget  Bill,  it  should  also  be  recognized  that 
hospitals,  other  providers  and  suppliers  were  hit 
equally  hard  if  not  more  so. 

The  Budget  Bill  also  contains  a number  of  time 
bombs.  For  example.  Congress  has  required  the 


Secretary  (a)  to  develop  national  prospective  pay- 
ment rates  for  current  nonprospective  payment 
hospitals;  and  (b)  to  pursue  studies  concerning 
the  application  of  the  prospective  payment 
system  to  hospital  outpatient  programs  and 
home  health  care  services.  Finally,  the  Budget 
Bill  requires  that  the  DRG  “payment  window” 
be  expanded  from  24  to  72  hours  prior  to  the  date 
of  admission.  This  means  that  any  diagnostic  or 
other  services  provided  to  a hospital  outpatient 
up  to  72  hours  prior  to  the  date  of  admission  are 
considered  “inpatient  services”  covered  under 
Part  A.  This  provision,  which  will  adversely  im- 
pact hospitals  and  freestanding  diagnostic  ser- 
vice providers  and  suppliers,  becomes  effective 
January  1,  1991. 

In  light  of  the  continuing  budget  deficit,  it  is 
also  safe  to  say  that  Congress  will  continue  to 
seek  avenues  to  reduce  the  cost  of  the  Medicare 
program,  and  therefore  the  reductions  contained 
in  the  Budget  Bill  will  likely  be  a precursor  of  fur- 
ther systematic  cuts  in  years  to  come. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physician  about  current  trends  in 
health  law. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


EDITORIALS 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Health  Care/Medical  Care  - Right  or  Privilege 


Is  there  a difference  between  health  care  and 
medical  care?  Many  doctors  make  a distinction. 
Medical  care  is  the  care  and  treatment  of  the  ill, 
ailing  and  injured  as  provided  by  physicians  and 
surgeons  and  other  M.D./D.O.  specialists.  It  seeks 
to  restore  individuals  to  health  or  as  near  to  a 
healthy  functional  state  as  possible.  This  is  the 
part  that  is  very  expensive.  Health  care,  they  say, 
is  a much  broader  term  and  is  primarily  aimed 
at  maintaining  a vigorous  healthy  populace.  It 
might  include  some  physician  activity  such  as  an- 
nual physical  exams,  prenatal  visits  for  pregnant 
women  and  well-baby  visits.  However,  it  consists 
primarily  of  the  functions  of  a health  depart- 
ment, such  as  sanitary  engineers  for  sewage 
disposal,  monitoring  and  controlling  a safe  water 
supply,  draining  wetlands  for  mosquito  control 
and  the  steps  necessary  to  define  and  control 
epidemics  and  other  dangers  to  the  public.  It  may 
also  include  other  functions  related  to  carrying 
out  these  missions,  such  as  immunizations  and 
certain  sophisticated  laboratory  functions  such 
as  virology  and  various  antibody  titers.  It  is  this 
“health  care”  function  that  largely  determines 
the  health  and  longevity  of  a population.  All 
studies  that  I am  aware  of  show  little  or  no  cor- 
relation between  what  a country  spends  on 
medical  care  (doctoring)  and  life  expectancy, 
neonatal  mortality  or  the  other  parameters  com- 
monly used  to  gauge  a country’s  health.  Those 
relate  to  the  public  health  function,  education, 
nutrition  and  the  homogeneity  (or  lack  of  it)  in 
a given  population.  In  our  North  American 
culture  derived  from  the  most  varied  background 


of  any  country  on  earth,  one  could  hardly  expect 
to  find  the  lowest  mortality  rate.  There  is  always 
going  to  be  some  group  with  some  unusual 
customs  or  mores  that  militate  against  it.  An  ex- 
ample might  be  applying  animal  dung  to  the  um- 
bilical stump  of  newborns.  As  you  might  imagine, 
neonatal  tetanus  is  rampant  in  such  cultural 
groups. 

Which  brings  us  to  the  question  of  whether  care 
is  a right  or  a privilege.  I believe  that  clearly 
health  care  as  defined  here,  since  it  is  concerned 
with  having  a vigorous,  productive  and  long-lived 
population,  is  a function  of  government  and 
thereby  is  a right.  The  real  question  though 
arises  relative  to  medical  care,  as  defined.  If  we 
want  an  affirmative  answer  we  need  to  follow  a 
different  line  of  reasoning.  We  are  all  fellow 
passengers  on  this  planet  earth.  Life  is  hard  at 
best,  and  if  it  is  not,  we  seem  to  take  steps  to  make 
it  hard.  Everyone  you  meet  is  having  a hard  time 
in  one  way  or  another,  so  it  behooves  us  to  be  kind 
to  each  other.  If  we  all  acted  with  kindness  - 
which  must  include  justice  and  fairness  - the 
world  would  be  a lot  better  for  all  of  us.  This  in- 
cludes compassion  for  the  helpless,  the  ill,  the  in- 
jured - and  we  have  a right  to  expect  this  from  our 
fellow  (wo)men.  However,  very  clearly  there  are 
not  enough  medical  care  resources  in  the  whole 
world  to  provide  unlimited  medical  care  for 
everyone.  This  is  known  as  a “zero  sum”  situation, 
which  means  that  when  you  give  more  to  one  per- 
son, you  must  necessarily  take  away  from  another, 
which  is  in  itself  unfair  and  cruel.  Therefore, 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  maie  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  In  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.f  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  1 3 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*"  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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limits  must  be  set.  The  statement  “you  can’t  pull| 
a price  on  a life’’  is  utter  nonsense.  We  have  to  pulj 
a price  on  a life.  Our  society  does  not  like  to  heai 
that,  but  it  is  true  nonetheless  and  we  shall  have 
to  change.  The  state  of  Oregon  is  trying  to  do  that 
right  now.  They  haye  defined  about  1600  condi 
tions  in  priority  order  and  will  assure  care  ol 
these  to  everyone  as  long  as  the  money  holds  out.  i 
They  start  at  the  top  of  the  list  and  work  their  ] 
way  down.  When  they  run  out  of  money,  nothing  ' 
below  that  point  on  the  list  is  assured.  There  is  | 
no  entitlement  or  “right.”  The  Oregon  legislature  ; 
is  running  into  some  very  heavy  flak.  We  wish  ;i 
them  well.  It  is  a noble  experiment  but  the  U.S. ! 
public  is  probably  not  ready  for  it  yet. 

E.  Wayne  Martz,  M.D. 

Consultation  — A Learning  Experience 

ii 

Perhaps  nothing  is  more  crucial  to  the  optimum 
management  of  difficult  and  complex 
medical/surgical  problems  than  the  selection  of 
consultants  and  the  working  relationship  that  | 
ensues.  The  competence  of  the  consultant  is  on- 1 
ly  one  of  many  factors  that  needs  to  be  considered,  i 
The  matching  of  the  personality  of  the  patient  ] 
with  that  of  the  consultant  is  also  important,  as  i 
is  matching  the  philosophies  of  the  two  or  more  i 
physicians.  Are  they  radical  or  conservative?  Are  i 
they  quick  or  slow  to  intervene?  Do  they  com-  | 
municate  effectively?  Are  they  sensitive  to  and  ] 
respectful  of  each  other?  All  of  these  elements  can  i 
be  crucial  to  the  outcome  and  subsequent  course,  i 
We  have  all  had  some  bad  experiences  and  some  ' 
good  ones,  and  these  usually  govern  future  refer-  / 
rals  or  nonreferrals. 

The  Wilmington-New  Castle  Pediatric  Associa- 
tion has  made  a good  beginning  at  drawing  up 
guidelines  for  this  often  delicate  process  of  con- 1 
sultation.  They  are  printed  in  this  month’s 
Delaware  Medical  Journal  in  their  entirety. 

Do  you  have  any  further  suggestions  or  any  ex- 
periences you  would  like  to  relate  for  the  benefit 
of  all  of  us?  If  so,  please  drop  me  a line  at  the  Jour- 
nal office  or  call  658-3957. 

E.  Wayne  Martz,  M.D. 
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To  See  Ourselves  as  Others  See  Us 


Frequently  within  the  pages  of  this  journal 
references  are  made  to  the  fact  that  physicians 
believe  that  they  have  little  or  no  control  over  the 
circumstances  in  which  they  find  themselves  in 
today’s  political,  legislative  and  judicial  systems. 
We  strongly  perceive  ourselves  as  our  patients’ 
advocates  and  have  a very  difficult  time 
understanding  why  the  public  perception  of 
medicine  as  a whole  is  not  as  positive  as  we  might 
expect.  Recently,  within  my  family  circle,  spon- 
taneously and  completely  unsolicited,  a letter  ar- 
rived which  I would  like  to  share  with  the  Socie- 
ty’s members,  one  person’s  thoughts  as  to  why  our 
profession  is  not  perceived  on  the  high  plane  that 
we  may  have  hoped. 

William  H.  Duncan,  M.D. 

“Dear  D , 

“Thank  you  for  your  letter. 

“As  you  may  know  getting  old  is  unpleasant. 

When  we  lived  at  W we  had  a doctor 

who  not  only  treated  E and  me  but 

took  care  of  my  parents  and  our  children.  When 
we  got  up  in  the  morning  and  I found  one  of  us 
was  sick  I called  the  doctor.  Mostly  I talked 
directly  to  him,  sometimes  to  his  wife  or  daughter 
who  acted  as  his  receptionist  and  nurse.  After 
hearing  symptoms  we  would  be  advised  to  come 
into  the  office  or  take  some  medicine  or  told  he 
would  come  to  see  us.  He  was  our  friend  (not 
socially).  I could  discuss  anything  with  him.  In 
fact  he  saw  me  through  a heartbreaking  divorce. 
I would  no  more  have  taken  him  to  court  over  a 
mistake  than  I would  one  of  my  family.  He  died 
recently  and  according  to  his  wife’s  letter  the 

whole  town  of  M turned  out  for  the 

funeral. 

“Now  we  go  to  the  Family  Health  Clinic.  We  are 
sick  and  I call.  The  first  question  is  which  doctor 


do  we  see?  Then  what  is  your  name?  After  a long 
pause  they  come  on  again  and  say,  “What  did  you 
say  your  name  is?  And  what  is  your  husband’s 
name?”  (We’ve  only  been  going  there  17  years). 
Well  the  doctor  will  be  in  his  office  a week  from 
Tuesday  and  he  will  see  you  then. 

“So  finally  I get  there.  After  a wait  I’m  taken 
to  a little  room.  The  nurse  takes  my  blood 
pressure  and  pulse  and  asks  why  I’m  there.  This 
(visit)  can  only  be  for  one  thing  (complaint).  Any 
other  symptoms  require  another  appointment. 
I’m  required  to  undress  and  wear  a simply  dread- 
ful paper  thing.  Then  I wait  and  shiver  until  the 
doctor  decides  to  come  in.  He  shakes  hands, 
listens  to  my  heart  for  some  time,  says  I must 
make  an  appointment  for  a cardiogram  and  goes 
out.  $28  please. 

“I  get  the  cardiogram,  plus  vast  quantities  of 
blood  work,  sometimes  the  word  to  go  to  the 

specialist.  He  is  in  L and  the  first  one 

I went  to  was  so  dreadful  that  even  the  doctor  (at 
the  health  clinic)  said,  no  more.  Now  I go  to  a man 
from  India,  turban  and  all.  Even  though  I’ve 
taken  a sheaf  of  papers  from  the  clinic  we  begin 
again.  Another  cardiogram,  etc.  Then  he  says  I 
must  go  to  the  hospital.  We  begin  again.  Many, 
many  more  tests.  I think  I’ve  had  every  test  that 
can  be  given  to  a heart.  Always  the  same 
diagnosis  - irregular  heart  beat.  That  was  what 
the  stethoscope  said  in  the  very  first  place,  years 
ago.  So  medicine  is  prescribed.  When  I first 
started  on  my  present  regime  my  arms  ached  so 
badly  I couldn’t  adjust  the  bed  covers  at  night  and 
my  hands  swelled  dreadfully.  They  thought  I had 
arthritis  and  sent  me  to  a rheumatologist.  He, 
after  tests  and  two  visits,  told  them  the  heart 
medicine  was  giving  me  Lupus.  I knew  it  all  the 
time  so  back  to  the  cardiologist.  His  word  was 
that  I was  taking  the  best  medicine  for  what  was 
wrong  with  my  heart  and  that  I could  stop 
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taking  it  if  I wanted  to.  What  to  do?  I finally  took 
less  of  the  medicine.  My  hands  are  still  sore  and 
swollen  but  bearable. 

“It  is  my  opinion  that  all  doctors  want  to  be 
scientists  winning  fame  and  fortune  for 
themselves.  The  idea  of  healing  and  the  quality 
of  life  of  their  patients  has  gone  out  the  window. 
If  the  part  of  the  body  which  a specialist  treats 
works  well  --  to  hell  with  the  rest  of  it.  It  is  true 
that  people  are  living  longer  but  I’m  not  sure  this 
is  all  for  the  good.  At  your  age  you  won’t  believe 
it  but  as  you  get  older  you  do  not  dread  the 
thought  of  death  so  much.  We  have  made  living 
wills. 

“One  other  consideration.  We  didn’t  ask  for 
Medicare.  We  have  it  and  have  until  now  sent  our 
bills  in  ourselves  to  be  repaid  when  they  get 
around  to  it.  E collected  them  and 


sent  lots  in  together.  Now  the  clinic  sends  them 
in  after  we  have  paid  them.  We  get  a bit  back  with 
sheaves  of  gobbledegook  saying  why  they  didn’t 
pay  it  all.  The  hospital  is  a different  story.  They 
collect  and  send  us  a bill  for  what  was  not  covered. 

Our  dear  M doctor  sent  a bill  once  a 

month.  My  uncle,  during  the  depression,  told  my 
father  that  he  expected  to  treat  half  his  patients 
for  nothing.  He  became  an  X-ray  specialist  at 
C County. 

“I  did  not  mean  to  write  so  much  but  it  just 
boiled  over.  My  back  requires  six  large  pillows  for 
me  to  sleep  comfortably  so  I think  it  best  not  to 
go  on  the  trip  with  you.  Needless  to  say  I can’t  ask 
a doctor  about  it. 

“Love, 

“B 

“P.S.  Hope  you  can  read  it.  My  hands  still  hurt!” 


Practice  Made  Perfect. 


We  can  help.  If  you’re  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We’ll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We’ve  had  130  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


artisans' 

SAVINGS  BANK  "S" 

THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 

Polly  Drummond  & Graylyn  Shopping  Centers 
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Another  Job  Well  Done 

Congratulations  to  the  Medical  Society  of 
Delaware  for  another  job  well  done! 

Sometime  last  spring,  I groaned  as  I read  a let- 
ter that  informed  me  that  the  intermediary  that 
processes  Medicaid  claims  would  be  changed 
again.  Those  of  us  who  have  been  around  long 
enough  know  that  there  are  complications  - new 
forms,  new  rules  and  regulations,  and  new  peo- 
ple to  get  used  to  - every  time  we  must  deal  with 
a new  intermediary.  However,  some  things  are 
just  inevitable. 

By  the  end  of  summer,  I was  not  just  groaning, 
I was  yelling  and  screaming,  pulling  my  hair  out, 
and  generally  having  a temper  tantrum.  Not  one 
of  my  Medicaid  claims  had  been  paid  for  services 
after  May.  What’s  more,  most  of  my  claims  were 
being  rejected  by  the  new  intermediary  because 
i’s  were  not  dotted  and  t’s  were  not  crossed.  An 
even  bigger  problem  seemed  to  be  my  failure  to 
use  the  ICD-9  coding  system  to  the  in- 
termediary’s specifications.  This  was  my  worst 
performance  ever,  in  spite  of  the  fact  that  I had 
attended  its  workshop  and  thought  that  I 
understood  its  requirements.  After  all,  I had  been 
successfully  dealing  with  other  intermediaries 
for  years,  even  in  their  “formative  years.’’ 

I live  and  work  in  a small  town.  I know  most  of 
the  other  physicians’  office  personnel  and  they 
know  me.  Everyone  was  complaining,  with  a 
vehemence  that  I had  never  heard  before,  about 
Medicaid  and  EDS.  As  the  wife  of  a former  presi- 
dent of  the  Medical  Society  of  Delaware,  I 
bragged  that  it  could  help  us. 

The  rest  is  history.  Thanks  to  the  Medical 
Society  of  Delaware,  I was  current  with  processed 
Medicaid  payments  by  the  end  of  1990,  and  so 
were  most  of  the  other  physician  offices  in  town. 

Executive  Director  Mark  Meister  and  the  en- 
tire Board  of  the  Medical  Society  of  Delaware 
were  involved  in  a dialogue  with  state  officials, 
including  Governor  Castle,  to  work  out  ways  to 
solve  our  problems.  Some  screens  were  and  still 
are  temporarily  lifted.  (I  hope  I become  an  ICD-9 
coding  specialist  by  June.) 


UPDATE  YOUR  KNOWLEDGE  OF 
PULMONARY  ISSUES  REGARDING 
ACUTE  AND  CHRONIC  CARE  FOR 
YOUR  RESPIRATORY  PATIENT 

May  29,  1991 

“Perspectives  In  Pulmonary  Care  - 1991’’ 

Delaware  Academy  of  Medicine 

Nationally  recognized  speakers  will 
discuss  topics  on  respiratory  disease. 

For  information  call 
(302)  655-7258  or 
1-800-899-LUNG 


This  is  a perfect  example  of  the  power  of  organ- 
ized medicine,  an  example  that  many  physicians 
might  note.  I can  assure  you  that  any  individual 
physician’s  office  could  not  have  succeeded 
in  solving  our  problem  with  Medicaid  claims.  As 
an  active  member  of  the  Medical  Society  of 
Delaware  Auxiliary,  I become  livid  when  I hear 
physicians  ask  why  they  should  be  members  of 
the  AMA,  the  Medical  Society  of  Delaware  and 
their  county  Society.  “What  have  they  done  for 
me?’’,  they  ask.  If  they  are  unable  to  appreciate 
the  many  things  that  organized  medicine  has 
done  for  health  care  in  this  country  and  are  only 
interested  in  their  personal  gains  ...  well,  this  is 
it.  Just  look  at  your  dues  as  a cost  of  doing 
business!  In  our  case,  payments  from  Medicaid 
since  the  intervention  of  MSD  have  more  than 
paid  my  husband’s  1991  dues.  To  those  faithful 
members,  I say  thanks  for  having  the  foresight 
to  support  an  organization  that  makes  our  lives 
and  the  lives  of  my  husband’s  patients  better! 

Jacqueline  S.  Alvarez 

Office  Manager  and 

Spouse  of  Daniel  Alvarez,  M.D. 
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OBITUARIES 


S.  Thomas  Miller,  M.D. 


Dr.  S.  Thomas  Miller,  a Wilmington  radiologist, 
died  Thursday,  January  17, 1991,  at  Christiana 
Hospital  of  the  Medical  Center  of  Delaware  after 
becoming  ill  at  home.  He  had  been  under  treat- 
ment for  a heart  condition  and  died  of  cardio- 
pulmonary collapse  at  the  age  of  88. 

Dr.  Miller,  of  Coffee  Run  Condominiums,  was 
the  Director  of  Radiology  at  the  Wilmington 
General  Hospital  from  1946  until  the  merger 
that  formed  the  Medical  Center,  at  which  time  he 
became  a senior  member  of  the  Center’s  Depart- 
ment of  Radiology.  He  continued  in  that  capaci- 
ty until  his  retirement  in  1987. 

Tom  Miller  came  to  the  United  States  from 
Russia  as  a child  and  grew  up  in  Boston.  He  did 
well  in  school  and  entered  the  college  of  the 
University  of  Pennsylvania,  graduating  with  a 
Bachelor’s  degree  in  1926.  He  then  entered  its 
medical  school,  receiving  his  M.D.  degree  in 
1929.  His  internship  was  served  at  the 
Philadelphia  General  Hospital  for  two  years, 
from  1929-1931.  This  internship  at  PGH,  also 
known  familiarly  as  “Blockley,”  from  the  name 
of  the  historic  township  in  which  it  was  located, 
was  highly  prized  as  one  of  the  best  in 
Philadelphia. 

After  his  internship.  Dr.  Miller  served  as  a stu- 
dent health  physician  at  the  University  of  Penn- 
sylvania for  one  year  and,  from  1932  to  1935,  was 
Director  of  Student  Health  at  West  Chester  State 
Teacher’s  College  in  West  Chester,  Pennsylvania. 
A decision  to  enter  general  practice  was  made 
and  he  opened  an  office  in  Asbury  Park,  New 
Jersey,  in  1935,  continuing  there  until  1939, 
when  he  decided  to  specialize  in  radiology. 
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At  that  time,  a three-year  program  was  re- 
quired to  complete  specialty  requirements.  Tom 
spent  the  first  year  (1939-1940)  at  the  Graduate 
School  of  Medicine  of  the  University  of  Penn- 
sylvania in  the  radiology  course.  This  was  essen- 
tially a curriculum  in  basic  science  designed  for 
radiologists.  The  dates  are  interesting  since  at 
the  very  same  time,  at  the  same  place,  I was  tak- 
ing the  specialty  course  in  urology.  I am  sure  that 
we  attended  some  joint  seminars  and  conferences 
without  ever  knowing  each  other  or  that  we 
would  be  meeting  and  becoming  friends  after 
World  War  II  in  Wilmington.  Tbm  did  his  residen- 
cies in  Radiology,  one  year  at  the  Beth  Israel 
Hospital  in  Newark,  New  Jersey,  and  a second 
year  at  the  University  of  Pennsylvania.  Because 
of  the  war,  he  was  able  to  take  his  Boards  early 
and  was  certified  in  Radiology  in  1941.  When  his 
residency  training  was  complete,  Tbm  enlisted  in 
the  Army  Medical  Corps  and  served  as  Director 
of  the  Department  of  Radiology  at  Mason 
General  Hospital  on  Long  Island,  New  York.  He 
was  discharged  from  the  Army  with  the  rank  of 
Major  in  1946. 

With  the  war  over  and  with  a wife  and  children 
to  support,  Tom  applied  to  a medical  placement 
bureau  in  the  hopes  of  finding  a job.  At  that  time, 
the  Wilmington  (General  Hospital  was  looking  for 
a radiologist  to  replace  Dr.  Ira  Burns,  who  had 
retired,  and  Tom  was  hired  at  an  initial  salary  of 
$400  a month.  Income  did  increase  and  a satisfac- 
tory relationship  continued  long  after  Dr. 
Hockett  (the  hospital  administrator  who  hired 
him)  had  left. 

Dr.  Miller  became  a Fellow  of  the  American 
College  of  Radiology  in  1974.  He  was  a member 
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R.  Meckeinburg,  M.D.  and  Associates 

I 

Delaware  Nuclear  Medicine  j 
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of  the  American  Medical  Association,  the 
Medical  Society  of  Delaware  and  the  New  Castle 
County  Medical  Society.  He  was  a member  of  the 
Radiologic  Society  of  North  America  and  Past 
President  of  the  Delaware  chapter  of  the 
American  Cancer  society.  His  interest  in  cancer 
was  twofold:  on  a professional  basis  as  a 
radiologist  and  on  a personal  basis.  When  a deci- 
sion was  made  in  the  early  1960s  to  acquire  the 
first  cobalt  therapy  machine  in  Delaware  capable 
of  delivering  super  voltage  to  cancer  patients,  it 
was  placed  in  Dr.  Miller’s  department  at  the 
Wilmington  General  by  agreement  among  the 
radiologists  and  Boards  of  the  Memorial, 
Delaware  and  General  hospitals.  Dr.  Miller  had 
training  in  therapy  and  he  supervised  the  use  of 
this  cobalt  therapy  machine  until  a full-time 
cancer  therapist  (Dr.  Carlo  Cuccia)  was  hired  to 
establish  a department  of  radiation  therapy,  a 
development  consonant  with  the  move  toward 
hospital  merger. 

Tom  had  some  role  in  the  push  for  hospital 
merger,  at  least  on  me.  He  urged  me  to  write  up 
my  thoughts  on  this  matter  and  I did  take  his 
urgings  seriously.  My  article  proposing  hospital 
merger  was  published  in  the  Delaware  Medical 
Journal  in  1961.  I suspect  that  while  Tom 
believed  in  the  concept  of  merger,  its  impact  on 
him  personally  was  not  quite  what  he  had  hoped 
and,  although  he  adjusted,  I felt  that  there  was 
an  underlying  dissatisfaction  with  the  changes 
it  made  in  his  position. 

His  first  wife,  Hermine,  died  in  1966,  and  in 
1973  he  remarried.  He  is  survived  by  his  wife  of 
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18  years,  Evelyn,  a son  and  three  daughters, 
three  step-children  and  10  grandchildren.  In  ad- 
dition to  his  medical  interests  and  his  family 
responsibilities,  Tom  had  two  very  intensely 
relaxing  activities.  One,  he  was  an  avid  golfer  at 
the  Brandywine  Country  Club,  where  he  was  a 
long-time  member  and  where  he  was  able  to  en- 
joy his  other  regular  nonmedical  interest:  a good 
weekly  game  of  poker  with  a dedicated  circle  of 
similarly  minded  friends.  Both  were  polar  op- 
posites to  his  daily  life  in  radiology  and  afforded 
total  relaxation. 

He  was  an  excellent  radiologist,  well-trained 
but  sometimes  abrasive  in  dealing  with  fellow 
physicians.  But  underneath  the  gruffness  was  an 
intense  person  with  high  standards  for  himself 
and  for  all  those  with  whom  he  was  associated. 

It  is  difficult  to  assess  the  effects  of  his  wife’s  dy- 
ing of  cancer  and  having  cancer  himself  and  sur- 
viving it.  Nonetheless,  during  Tom  Miller’s  42 
years  in  radiology  in  Wilmington,  he  participated 
in  a period  of  great  change  and  lived  to  see  much 
of  what  he  brought  to  Wilmington  flourish 
despite  personal  hardships. 

Funeral  services  were  held  on  Sunday,  January 
20,  at  Temple  Beth  Emeth  in  Wilmington.  He 
was  buried  in  Beth  Emeth  Memorial  Park  on 
Faulkland  Road. 


Norman  L.  Cannon,  M.D. 
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ADVERTISEMENT 


Part  IWo  - A Brief  Synopsis 
The  Omnibus  Budget  Reconciliation  Act  of  1990 
and  the  Revenue  Reconciliation  Act  of  1990 


Anthony  R.  D’Annato,  Jr,  C.RA. 


As  stated  last  month  we  will  continue  our  discussion  of  the  new  law  by  addressing  the  corporate  and 
miscellaneous  provisions. 

1)  Credits  for  the  following  type  expenditures  have  been  extended  another  year;  qualified  research  expenditures, 

targeted  jobs  credits  and  business  energy  credits  (property  must  be  placed  in  service  before  1992). 

2)  Eligible  small  businesses  are  allowed  a disabled  access  credit  equal  to  50%  of  the  eligible  access  expen- 
ditures for  the  tax  year  that  exceed  *250  but  do  not  exceed  *10,250.  Eligible  expenditures  are  those  incurred  by 
the  business  so  they  comply  with  the  Americans  with  Disabilities  Act  of  1990. 

3)  Perhaps  the  fairest  provision  contained  in  the  new  law  was  the  repeal  of  the  curb  of  the  “estate-freeze”  techni- 
ques as  passed  in  the  1987  reconciliation  act.  Prior  to  the  1987  law  a business  owner  could  retain  ownership 
benefits  and  control,  while  passing  on  increases  in  the  underlying  values  to  his  or  her  heirs,  while  avoiding  gift 
or  estate  taxes.  The  1987  law  effectively  ended  this  planning  technique  by  including  the  value  of  the  appreciated 
value  into  the  business  owner’s  estate  upon  death.  The  law  as  passed  in  1987  was  broad  and  unwieldy  and  also 
was  perceived  as  an  impediment  to  a legitimate  business  transfer  between  generations. 

Under  the  new  law,  gift-tax  valuation  provisions  have  been  enacted  that  will  more  accurately  value  the  initial 
transfer  of  a portion  of  the  business  by  the  owner.  These  rules  also  modify  values  of  retained  rights,  effects  of 
buy-sell  agreements  and  options  upon  values  and  valuations  of  split  interests  in  property. 

There  were  a number  of  other  corporate  provisions  but  they  were  all  very  technical  and  not  generally  applicable 
to  most  businesses. 

Other  provisions  in  the  new  law  that  are  of  some  interest; 

1)  The  statue  of  limitations  for  the  collection  of  taxes  after  assessment  has  been  extended  from  six  years  to 
ten  years. 

2)  Information  returns  (1099)  must  be  filed  for  transactions  involving  receipt  of  more  than  *10,000  in  cash  in 
one  or  more  related  transactions.  Furthermore,  cash  has  been  defined  to  include  any  monetary  instrument  except 
for  personal  checks.  Regulations  are  to  be  written  by  June  1,  1991.  Failure  to  meet  the  reporting  requirements 
can  be  punished  by  a penalty  of  the  greater  of  *25,000  or  the  amount  of  cash  received. 

3)  Excise  taxes  have  been  increased  on  alcohol  and  tobacco,  as  well  as  motorboat  and  aviation  fuels. 

4)  The  excise  tax  on  telephone  bills,  scheduled  to  expire  December  31, 1990,  has  been  permanently  extended. 

5)  The  .2%  Federal  Unemployment  tax  surtax  imposed  on  employers  has  been  extended  through  December 
31,  1995. 

6)  An  excise  tax  of  10%  is  imposed  on  the  excess  cost  of  certain  luxury  items  over  specified  threshold  amounts. 
Certain  exceptions  and  provisions  apply  to  each  type  of  item.  If  you  need  more  information  on  the  provisions 
and  exceptions  please  contact  us.  The  threshold  amounts  are  as  follows; 


Also  if  the  owner,  lessee,  etc.  of  any  article  subject  to  an  excise  tax  on  the  above  installs  any  part  or  accessory 
not  later  than  six  months  after  the  purchase,  a 10%  tax  is  placed  on  the  price  of  the  accessory  and  its  installation. 
The  separate  tax  is  not  applicable  if  it  is  a replacement  part  or  accessory. 

This  concludes  our  two-part  synopsis  of  the  newest  tax  law.  Now  you  must  take  the  time  to  consider  how  much 
you  will  pay  in  higher  taxes.  Careful  planning  can  keep  the  additional  tax  bite  to  a minimum  and  we  are  confident 
we  could  achieve  this  result  for  you.  Besides  planning  for  the  new  tax  law,  we  offer  a broad  range  of  tax,  accoun- 
ting, and  other  financial  services  to  meet  your  business  and  personal  needs. 


Passenger  Vehicles 
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*30,000 
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*250,000 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOP 
AN  UNBEATABLE  COMBINATION!  i 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publicationji 
free,  courtesy  of  Medlab. 


By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  Delaware. 


iiiei 


. . . BECAUSE  QUALITY  IS  ESSENTIAL 


• (302)  655-LABS 


P.O.  Box  2045  • Wilmington,  Delaware  19899 


IN  BRIEF 

If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  rele- 
vant information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington, 
DE  19806-2147.  Information  must  be  received  by  the  first  of  the  month,  two  months  before 
publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  654-1001.  The  anonymi- 
ty of  the  caller  is  assured. 

MAE  HIGHTOWER- 
VANDAMM  RECEIVES 
SHANDS 
DISTINGUISHED 
SERVICE  AWARD 

We  have  been  advised  that  on  February  13, 1991,  the  Coordinating  Council 
for  Children  with  Disabilities  presented  to  Mae  Hightower-Vandamm  the 
Alfred  R.  Shands,  Jr.,  M.D.,  Distinguished  Service  Award  for  her  outstand- 
ing services  to  children  and  adults  with  disabilities.  Ms.  Hightower- 
Vandamm  is  Executive  Director  of  the  Delaware  Curative  Workshop  and  has 
been  a pioneer  and  leader  in  the  state  of  Delaware  in  her  field.  We  join  with 
a host  of  others  in  cheering  this  award  and  honoring  Mae 
Hightower-Vandamm. 

ORAL  REHYDRATION 
THERAPY  REPORT 

The  National  Oral  Rehydration  Therapy  Project  is  seeking  health  and 
medical  professional  support  in  educating  parents  about  the  need  for  oral 
rehydration.  The  National  ORT  Project  focuses  on  reducing  the  more  than 
200,000  hospitalizations  and  500  deaths  each  year  among  U.S.  children  due 
to  diarrheal  dehydration.  A five-minute  videotape  and  a pamphlet  about 
ORT  are  available  for  parents;  the  pamphlet  is  available  in  English  and 
Spanish.  For  more  information,  contact  the  National  ORT  Project,  2626 
Pennsylvania  Avenue,  NW,  Suite  301,  Washington,  DC,  or  by  calling 
202-625-2570. 

ACHIEVING  A 
SUCCESSFUL  MEDICAL 
RETIREMENT 

The  American  Association  of  Senior  Physicians  is  holding  a three-day 
seminar  for  physicians  contemplating  retirement.  “Achieving  a Successful 
Medical  Retirement”  will  be  held  in  May  (San  Antonio),  July  (Denver), 
September  (Williamsburg),  and  November  (Nashville).  Physician  members, 
$300;  spouses,  $75.  Nonmembers,  $350;  spouses,  $100.  “Thinking  of  Your 
Future  Today”  is  a one-and-a-half  day  seminar  for  retired  physicians.  It  will 
be  held  in  October  (Chicago).  Physician  members,  $200;  spouses,  $60. 
Nonmembers,  $250;  spouses,  $75. For  information  about  registration,  con- 
tact Jill  Rubiner  at  AASP  headquarters  at  515  N.  State,  Chicago,  IL  60610, 
or  call  312-464-2461.  Questions  about  content  should  be  directed  to  Gerald 
L.  Farley,  Executive  Director  of  AASP  at  312-464-2462. 

GERIATRICS:  DILEAAMAS 
AND  SOLUTIONS 

The  Arizona  Geriatrics  Society  is  calling  for  clinically  applicable  research 
papers  for  presentation  at  its  Third  Annual  Symposium,  “(jeriatrics:  Dilem- 
mas and  Solutions,”  which  will  be  held  October  25-26  at  the  Arizona  Golf 
Resort  and  Conference  Center,  Mesa,  Arizona.  For  information  about  sub- 
mitting papers  or  attending  the  symposium,  call  602-974-4212,  8:00 
a.m.-ll:00  a.m.  Mountain  Standard  Time. 
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AMERICAN  PAIN  The  American  Pain  Society  will  hold  its  10th  Annual  Scientific  Meeting  j 
SOCIETY  FALL  MEETING  November  7-10, 1991,  in  New  Orleans.  The  APS  Scientific  Meeting  provides 

a forum  for  promoting  and  encouraging  interdisciplinary  exchange  among 
pain  scientists  and  health  care  professionals.  The  educational  program  of-  i 
fers  attendees  an  opportunity  to  participate  in  plenary  sessions.  Topics  will 
include  the  newest  techniques  and  drug  therapy  and  the  financial  and 
political  implications  of  delivery  of  care  to  patients.  For  more  information, 
contact  Mona  Kronon  at  5700  Old  Orchard  Road,  First  Floor,  Skokie,  IL 
60077-1024,  call  708-966-5595,  or  fax  708-966-9418. 

CALENDAR  OF  EVENTS...IN  BRIEF 


May  7-10  28th  Annual  Infectious  Disease  Symposium 
Call  William  J.  Holloway,  M.D.,  at  428-2744 
May  10-11  Annual  Meeting:  Virginia  Society  of  Ophthalmology 
Call  Donna  Scott  at  804-353-2721 

May  11  Meeting  of  the  Osteogenesis  Imperfecta  Foundation  (Delaware  Chapter) 
Call  Charles  Scott,  M.D.,  at  651-5916 
May  15-19  Third  Baltimore  Perinatal  Colloquium 
Call  Jeanne  M.  Ryan  at  301-955-2959 
May  16-17  Pediatric  Allergy  and  Immunology  for  the  Practitioner 
Call  Juliet  M.  Nutt  at  301-955-2959 
May  19-22  14th  Annual  National  Conference  on  Rural  Health 

Call  the  National  Rural  Health  Association  at  816-756-3140 


VASCULAR  LABORATORIES  OF  DELAWARE 

NON-INVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suit  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Medical  Arts  Pavilion,  Suite  112 
4745  Stanton-Ogletown  Road 
Newark,  Delaware  19713 

(302)  368-1130 


NON-INVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


EXTRACRANIAL  CAROTID  AND 
VERTEBRAL  ARTERIES 


ARTERIAL  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


ABDOMINAL  AORTA  AND  ITS 
VISCERAL  BRANCHES 


VENOUS  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


Bruce  A.  Fellows,  M.D.  (Director) 
Mark  S.  Rosenbloom,  M.D. 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 
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In  Brief 


May  29 
June  2-9 
June  3-14 
June  6 

June  6-8 
June  13-14 
July  20-27 
August  1-3 
September  26-28 

September  27-29 
September  30-October  4 


Second  Annual  Perspectives  in  Pulmonary  Care 
Call  655-7258  or  800-899-LUNG 

Tenth  Annual  Reproductive  Endocrinology  and  General  Gynecology 
Call  Jeanne  Ryan  at  301-955-2959 
Fourth  Summer  Institute  in  Environmental  Health  Studies 
Call  Catherine  Walsh  at  301-955-2609 
Obstacles  and  Strategies  in  the  Clinical  Treatment  of  African-American 
Families 

Call  Drew  Kerr  at  328-3330  or  800-289-TEEN 
International  Conference  on  Physician  Health 
Call  312-464-5000 

Design  and  Analysis  Issues  in  Clinical  Trials 
Call  Francette  Boling  at  301-955-2959 
TDpics  in  Contemporary  Medicine 
Call  612-588-9478 

15th  Annual  Financial  Management  Conference 
Call  800-221-6437 

Comprehensive  Update  on  the  Theory  and  Practice  of  Gastroenterology  and 
Hepatology 
Call  609-848-1000 

The  Worker  in  the  Work  Place:  Rehabilitating  Musculoskeletal  Injuries 
Call  Marc  I.  White  at  604-684-4148  or  fax  604-684-6247 
Board  Review  Course  in  Cardiovascular  Disease 
Call  Bernard  L.  Segal,  M.D.  at  215-662-9084 


You've  searched  the  world  for  the  ideal 
meeting  place.  Now  look  in  your  own 
backyard  ... 

Whether  you're  looking  for  the  charm  of  a country  estate,  a large,  contemporary  facility  or  the 
refreshing  atmosphere  of  a seaside  retreat  center  with  overnight  lodging,  you'll  find  what  you’re 
searching  for  at  one  of  the  University  of  Delaware  Conference  and  Meeting  Centers. 

University  of  Delaware 

Conference  and  Meeting  Centers 

Professional  meeting  and  planning  assistance 
Complete  banquet  and  catering  services 
Full-range  of  audio-visual  equipment 
Conference,  meeting  and  seminar  rooms 
Free  parking 

For  Information  call  302/451-2214 

Wilmington  • Newark  • Milford  • Lewes 
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Ill  Rehabilitation  Consultants,  Inc. 


Robcri  Caulano,  MA.,  FT 
I Fa\cl  Cha\’in,  M D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by;  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Tot^  Health  Plus 


An(hon\’  1.,  Cucuzzelb,  M.D 
Pierre  L U-Rov.  M O, 
lulo  \’  Monteleone,  M D 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 


INDEX  TO  ADVERTISERS 

Air  Force  

232 

Medlab  

210,258 

American  Lung  Association  of 

The  National  Library  of  Medicine  . 

237 

Delaware  

253 

Palisades  Pharmaceuticals,  Inc. 

American  Medical  Association 

213, 227 

(Yocon) ; 

248 

Artisans’  Savings  Bank 

252 

Papastavros’  Associates  Medical 

Blue  Cross  Blue  Shield  of  Delaware 

221 

Imaging 

220 

Delaware  Heart  Institute 

206,207 

Physical  Therapy  Associates 

254 

Delaware  Nuclear  Medicine 

245,256 

Princeton  Insurance  Company 

214 

Delaware  Physicians  Insurance 

Rehabilitation  Consultants,  Inc 

262 

Purchasing  Group,  Inc 

240 

G.  D.  Searle  & Co.  (Calan  SR) 

263 

Delaware  Trust 

264 

B.  Gary  Scott  Realtors 

250 

D’Souza  & Associates,  Inc 

238 

Stellimann  Kaissey  Limited 

212 

Haggerty  & Haggerty,  PA 

257 

University  of  Delaware 

Jefferson  Medical  College 

219 

Conference  and  Meeting  Centers  .. 

261 

Jon  K.  Jones,  C.PA 

234 

Vascular  Laboratories  of  Delaware 

260 

Eli  Lilly  Industries,  Inc.  (Humulin) 

228 

Vasotec  (Merck  Sharp  & Dohme) .... 

235,236 

MasterCare 

234 

Visiting  Nurse  Association 

222 

Medical  Center  of  Delaware 

249 

Wilmington  Audiology  Services 

246 

Medical  Society  of  Delaware 

Wilmington  Financial  Group 

231 

Insurance  Services,  Inc 

209 

Women’s  Imaging  Center 

242 

262 


Del  Med  Jrl,  April  1991-Vol.  63,  No.  4 


GRAND  ROUNDS 


CPC:  TIA  in  a Middle-Aged  Smoker 


Matthew  J.  Burday,  D.O. 


CASE  PRESENTATION 

Peter  Rocca,  M.D. 

The  patient  is  a 63-year-old  white  female  with 
a past  medical  history  of  coronary  artery  bypass 
grafting  (CABG)  in  October  1986  after  an  in- 
feroposterior  myocardial  infarction  (MI)  in 
January  1985.  She  was  well  until  approximate- 
ly three  months  before  admission,  when  she 
began  experiencing  episodes  of  rest  chest 
pressure  lasting  three  to  10  minutes  without  noc- 
turnal or  exertional  exacerbation.  On  the  night 
of  admission,  while  watching  television,  the  pa- 
tient developed  sudden  onset  left-sided  facial 
numbness  lasting  10  to  15  minutes,  accompanied 
by  inability  to  speak. 

By  the  time  of  arrival  to  the  hospital,  her  symp- 
toms had  resolved,  except  for  left  lower  lip  numb- 
ness. The  patient  denied  headaches,  vertigo,  ex- 
tremity weakness,  palpitations,  chest  pain  or 
other  symptoms. 

Dr  Burday  is  a member  of  the  Assistant  Staff.  Department  of  Medicine.  Medical 
Center  of  Delaware. 

Dr  Rocca  is  a third-year  Resident.  Department  of  Medicine.  Medical  Center  of 
Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  on  February  14.  1991. 


Past  medical  history  was  negative  for  hyperten- 
sion, diabetes  mellitus,  cerebrovascular  accident, 
or  lipid  disorders.  She  had  undergone  a cervical 
discectomy  in  the  distant  past.  Medications  on 
admission  included  dipyridamole,  estrogen,  and 
aspirin.  The  patient  had  a history  of  smoking  one 
pack  of  cigarettes  a day  for  40  years.  She  did  not 
drink. 

Physical  examination  was  notable  for  an  absent 
left  carotid  pulse  and  a -1-1/2  right  carotid  pulse 
without  bruits.  On  cardiac  examination  there 
was  a regular  rate  and  rhythm.  An  S4  gallop  was 
heard,  but  no  S3  gallop,  murmur,  rub,  or  left  ven- 
tricular heave  were  noted.  There  were  no  bruits 
in  the  extremities  or  abdominal  vessels,  and 
there  were  no  cords  or  calf  tenderness.  Neurologic 
examination  by  the  time  of  admission  was  com- 
pletely normal. 

All  laboratory  data,  including  coagulation 
studies,  were  normal.  The  cardiac  silhouette  on 
chest  x-ray  was  at  the  upper  limits  of  normal  size, 
and  there  was  no  evidence  for  congestive  heart 
failure.  A nonenhanced  cranial  computerized 
tomography  scan  was  free  of  mass,  midline  shift, 
or  hemorrhage.  Her  electrocardiogi’am  revealed 
a normal  sinus  rhythm  with  an  old  right  bundle 
branch  block. 
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On  telemetry  in  the  hospital,  the  patient 
remained  in  sinus  rh\dhm  except  for  rai’e  premature 
ventricular  contractions.  Her  symptoms  did  not 
recur  during  her  hospital  stay.  Her  cholesterol  was 
290  (LDL  of  175,  HDL  of  62),  and  triglycerides  were 
266.  Thyi’oid  function  tests  were  normal.  An 
echocai'diogi'am  (M-mode  and  two-dimensional)  was 
technically  limited,  but  apical  views  showed  no 
significant  thrombi.  On  ultrasound  of  the  right 
carotid  artery,  no  plaque  was  seen,  and  a Doppler 
flow  pattern  wais  noiTnal.  Ultrasound  of  the  left 
carotid  artei-y  revealed  a possible  in-egular  plaque 
at  the  proximal  portion  of  the  left  internal  carotid 
aiteiy  amounting  to,  at  most,  a 50  percent  stenosis. 
During  a low-level  stress  thallium  scan,  there  was 
no  evidence  of  ischemic  ST  depression  in  either 
exercise  or  post-exercise  tracings.  The  thallium 
portion  did  reveal  some  decrease  in  perfusion 
involving  the  apex  and  possibly  the  artero-lateral 
wall.  Pailial  I’edistidbution  was  noted  in  the  delayed 
images.  A transesophageal  echocardiogram  was 
performed  prior  to  discharging  the  patient  on 
aspirin  and  dipyridamole. 

DISCUSSION 

Matthew  J.  Burday,  D.O. 

This  patient’s  transient  neurologic  symptoms 
were  highly  suggestive  of  a transient  ischemic 
attack  (TIA)  and  should  serve  as  an  ominous 
warning  of  stroke.  In  such  patients,  efforts  should 
be  directed  towards  the  recognition,  prevention 
and  treatment  of  those  factors  which  place  them 
at  high  risk  for  stroke. 

Stroke  is  the  third  leading  cause  of  death  in  the 
United  States  behind  heart  disease  and  cancer. 
There  are  roughly  500,000  new  events  that  occur 
per  year,  and  stroke  is  the  leading  cause  of  adult 
disability.'  Over  25  percent  of  victims  die  within 
one  month  after  stroke,  and  for  those  who  survive, 
the  costs  can  be  enormous.'^ 

A number  of  risk  factors  may  lead  directly  to 
stroke  if  they  are  not  identified  and  treated.  The 
most  important  risk  factor,  and  also  the  most 
treatable  one,  is  hypertension.  Stroke  risk 
increases  directly  with  elevations  of  both  systolic 
and  diastolic  blood  pressures,  irrespective  of  age 
or  sex.  Control  of  hypertension  reduces  stroke 
incidence  and  mortality  in  both  younger  and 
older  patient  populations. 
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The  Framingham  study  identified  smoking  as  j' 
an  independent  risk  factor  for  stroke,  especially 
in  those  patients  between  the  ages  of  36  and  68 
years.*  Stroke  risk  was  proportional  to  the  j 
number  of  cigarettes  smoked:  the  risk  doubled  if 
patients  smoked  40  cigarettes  or  more  a day  com- 
pared to  those  who  smoked  less  than  10  cigaret- 
tes per  day.  In  ’*'*  xenon  inhalation  studies, 
smoking  has  also  been  shown  to  decrease 
cerebral  blood  flow."*  Numerous  toxic  agents  in 
cigarette  smoke,  apart  from  nicotine,  have  been 
related  to  increased  platelet  aggregability  and 
the  development  of  atherosclerosis. 

Alcohol  is  another  contributing  factor  in  pa- 
tients with  stroke.  It  has  been  linked  to  brain 
hemorrhage,  especially  in  those  who  drink  heavi- 
ly; in  addition,  chronic  intake  has  been 
associated  with  hypertension,  arrhythmias,  and 
subarachnoid  and  intracerebral  bleeds.*' 

i 

Lowering  elevated  cholesterol  and  triglyceride 
levels  does  not  seem  to  reduce  the  incidence  of 
stroke.  However,  this  is  not  the  case  for  coronary 
artery  disease,  in  which  lowering  lipids  reduces 
the  likelihood  of  morbid  events.® 

Diabetics  have  an  increased  stroke  risk 
regardless  of  age.  Those  at  high  risk  for  stroke 
tend  to  have  concomitant  hypertension.  It  is  not 
yet  clear  whether  tight  diabetic  control  reduces 
the  incidence  of  stroke.® 

Drugs  which  have  been  implicated  in  strokes, 
especially  in  young  patients,  include  cocaine,  am- 
phetamines, and  oral  contraceptives.  These  may 
cause  a number  of  neurologic  events,  including 
TIAs,  and  hemorrhagic  and  nonhemorrhagic 
cerebral  infarctions. 

A TIA  is  defined  as  a focal  neurologic  deficit 
which  resolves  within  24  hours.  Most  last  only  a 
few  minutes,  and  70  percnet  resolve  within  one 
hour'  TIAs  precede  approximately  20  percent  of 
strokes.  Thirty-six  percent  of  patients  develop 
stroke  within  one  month  of  a TIA,  while  50  percent 
develop  stroke  within  one  year.'  ® At  the  10-year 
mat'k,  the  smwival  rate  of  patients  having  suffered 
a TIA  is  40  percent.'*  However,  the  leading  causes 
of  death  in  patients  who  suffer  TIAs  are  myocar- 
dial infarction  and  sudden  death. 
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In  the  patient  with  TTA,  it  is  important  to  con- 
sider causes  other  than  thromboembolism.  One 
must  then  localize  the  brain  region  affected.  Third, 
defining  the  mechanism  is  necessary  so  that  effoils 
can  be  made  for  stroke  prevention.^  As  can  be 
seen  in  Thble  1,  a number  of  vascular  conditions 
may  cause  a TIA.  Migraine  headaches  with  tran- 
sient ischemic  components  and  arteriovenous 
malfoiTnations  often  have  a dramatic  presentation. 
However,  in  their  more  subtle  forms,  they  can 
sometimes  be  difficult  to  recognize  Tlie  same  holds 
true  for  subdural  hematomas,  arterial  dissections 
and  arteritis. 


Vascular  Causes 

Migraine 

AVM 

Subdural  Hematoma 
Cerebral  Arterial  Dissection 
Cerebral  Arteritis 
Subclavian  Steal  Syndrome 
Fibromuscular  Dysplasia 
Moya-Moya  Disease 

Nonvascular  Causes 

Partial  Seizure 

Hypoglycemia 

Tumor 

Multiple  Sclerosis 
Hypercoagulable  State 
Hyperviscosity  Syndrome 

Table  1 . Transient  ischemic  attack:  differential 
diagnosis.  Consultant  1990;30:25-28.  Reprinted 
with  permission. 


Fibromuscular  dysplasia  and  Moya-Moya  disease 
cire  usually  seen  in  yoimger  patients.  In  the  former, 
one  is  confronted  with  a predominance  of  connec- 
tive tissue  and  muscle  that  limits  the  arterial 
dimensions  and  may  result  in  brief  interruptions 
of  blood  supply  to  the  brain.  Moya-Moya  is  a 
Japanese  word  for  cloud  of  smoke  and  refers  to  a 
grouping  of  anastomotic  vessels  at  the  base  of  the 
brain  around  and  distal  to  the  Circle  of  Willis.'^  In 
children,  this  entity  commonly  presents  as  a 
unilateral  weakness  of  arm  or  leg  or  both,  while  in 
older  patients,  subarachnoid  hemorrhage  usually 
brings  the  patient  to  attention.  The  latter  may 
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result  from  microaneurysm  formation  with  resul- 
tant weakness  of  the  thin  vessel  walls. 

Nonvascular  conditions  which  mimic  TIA  are 
more  common  amd  include  seizures,  hypoglycemia, 
tumor,  and  multiple  sclerosis.  The  hypercoagulable 
states  may  be  seen  in  patients  with  anticardiolipin 
antibody  or  the  lupus  anticoagulant,  or  in  patients 
with  deficiencies  of  antithrombin  III,  protein  C,  or 
protein  S.  The  hyperviscosity  syndrome  occurs  in 
patients  with  Waldenstrom’s  macroglobulinemia  or 
multiple  myeloma. 

After  excluding  nonthromboembolic  causes  for 
TIA,  it  is  important  to  identify  the  region  of  the 
brain  which  is  affected.  One  may  then  backtrack 
in  an  attempt  to  localize  the  origin  of  the  TIA.  In 
Figure  1,  it  is  relatively  easy  to  identify  the  area 
of  the  brain  affected  in  today’s  patient.  It  is  quite 
likely  that  an  embolus  occluded  the  Rolandic  divi- 
sion of  the  left  middle  cerebral  artery,  resulting  in 
both  motor  aphasia  at  Broca’s  area  and  subsequent 
lip  and  face  numbness  with  distal  spread. 

Thrombosis  and  em'^olism  together  account  for 
approximately  80  percent  of  TIAs  and  stroke.  It  is 
often  difficult  to  distinguish  between  the  two  as 
etiologic  factors.  This  is  due  to  a “lack  of  sensitivi- 
ty and  specificity  of  clinical  features.”^® 

Thrombosis  accounts  for  more  than  50  percent  of 
strokes  and  is  probably  the  most  common  cause  of 
TIAs.^  Atherosclerosis  can  cause  local  disease  of 
the  carotids,  the  middle  cerebral  and  posterior 
cerebral  arteries,  as  well  as  those  arteries  supply- 
ing the  basal  ganglia  and  pons.  The  classic 
teaching  has  been  that  thrombosis  occurs  most 
often  when  patients  awaken  from  sleep, 
presumably  because  the  circulation  is  more  “slug- 
gish” at  this  time.  However,  there  are  many  excep- 
tions to  this  finding. 

Embolism,  in  which  embolic  material  from  the 
heart  occludes  a brain  vessel,  is  the  second  most 
common  cause  of  TIAs  and  is  the  most  frequent 
neurologic  complication  of  cardiac  disease.  Trying 
to  diagnose  an  embolus  has  been  likened  to  captur- 
ing an  attractive  but  elusive  butterfly.'^  Deficits 
may  be  minimal  at  onset,  and  symptoms  infre- 
quent and  subtle.  For  example,  with  “distal  migra- 
tion of  embolic  fragments,”  the  course  may  be  stut- 
tering rather  than  acute.  In  the  past,  it  was 
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Figure  1.  From  Principles  of  Neurology,  4th  ed.,  New  York,  Mcraw-Hill,  1989. 


taught  that  emboli  occm-  after  patients  are  awake, 
and  are  often  preceded  by  headache  and  seizure. 
However,  recent  studies  indicate  that  these  symp- 
toms and  signs  do  not  imply  that  a neurologic  event 
is  embolic.'^ 

Because  systemic  recognition  is  difficult,  emboli 
are  underdiagnosed.  An  embolus  to  a limb  may 
result  only  in  short-lived  leg  cramps  or  coldness 
while  renal,  splenic,  or  visceral  emboli  can  cause 
the  nonspecific  problems  of  abdominal  pain,  flank 
pain,  or  dian'hea.’'  Often,  these  events  are  not 
recognized  in  life  but  rather  at  autopsy.  The 
diagnosis  of  an  embolic  event  is  made  even  more 
difficult  by  the  fact  that  small  fragments  can  cause 
catastrophic  results.  Shotgun  pellet  emboli  of  on- 
ly 4 mm  have  been  documented  to  occlude  the  mid- 
dle cerebral  artei-y."” 
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Hypoperfusion  may  also  result  in  stroke,  but  the 
events  leading  up  to  this  are  usually  easy  to 
recognize.  A significant  reduction  in  cardiac  out- 
put, gastrointestinal  bleeding,  sepsis,  and 
pulmonary  embolus  can  all  cause  hypoperfusion 
and  resultant  cerebral  infarction. 


Cardiovascular  and  cerebrovascular  disease  can 
coexist  in  the  same  patient.  As  a result,  it  is  im- 
portant to  look  for  cardiac  disease  in  patients 
presenting  with  TIA  or  stroke,  as  30  percent  will 
have  a cardioembolic  source. 


Because  of  the  patient’s  cardiac  history,  it  is  like- 
ly that  she  did  have  a cardioembolic  event.  Thble 
2 lists  potential  embolic  sources  for  stroke  or  TLA. 
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Valvular  Disease 

Rheumatic  valvulitis 
Infective  endocarditis 
Marantic  endocarditis  (NBTE) 

Mitral  valve  calcification 
Mitral  valve  prolapse 
Pi'osthetic  cardiac  valve 
Myocardial  Ischemia 

Myocardial  infarction 
Ventricular  aneuiysm 

Left  Atrial  Source 

Chronic  atrial  fibrillation 
Atherosclerotic  heaid  disease 

Cardiomyopathy 

Neoplastic 

Atrial  myxoma 

Metastatic  or  primaiy  myocai’dial  tumor 

Surgical  (Post  CABG] 

Iatrogenic 

Cardioversion 
Cardiac  catheterization 

Miscellaneous 

Paradoxical  embolism 
Cholesterol  emboli 

Table  2.  Cardiac  sources  of  brain  emboli. 


Rheumatic  valvulitis  was  a very  important 
cause  of  cardioembolic  events  in  the  past, 
especially  in  patients  with  mitral  stenosis  and 
atrial  fibrillation.  However,  the  number  of  these 
patients  today  is  decreasing  due  to  more  effective 
treatment  with  antibiotics  and  anticoagulation. 
Without  anticoagulation,  30  to  35  percent  of 
patients  suffer  strokes,  especially  if  their 
underlying  rhythm  is  atrial  fibrillation.^®  For 
patients  with  rheumatic  valvulitis  in  sinus 
rhythm,  the  incidence  of  stroke  is  still  20 
percent.'®  Thus,  one  should  anticoagulate  all 
patients  with  rheumatic  valvulitis  unless  a con- 
traindication is  present.'^®  Similarly,  calcific 
valvulitis  involving  the  mitral  valve  is  another 
important  cause  of  stroke  in  patients  with 
concomitant  atrial  fibrillation. 

Stroke  occurs  in  15  to  20  percent  of  patients 
with  infective  endocarditis."''  Patients  with 
mechanical  prosthetic  valves  infected  with  S. 
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aureus  are  at  particular  risk."''"^'’  Patients  with 
endocarditis  are  more  often  at  risk  early  in  the 
course  of  their  illness  due  to  the  fact  that 
bacteria,  fibrin,  thrombi,  and  platelet  aggregates 
are  not  fully  adherent  to  the  valve  involved.  Pa- 
tients with  S.  aureus  on  the  mitral  or  aortic 
valves  who  develop  arteritis  or  a leaking  mycotic 
aneurysm  are  at  risk  for  hemorrhagic  stroke.'® 

Marantic  or  nonbacterial  thrombotic  endocar- 
ditis (NBTE)  is  an  important  and  often  overlook- 
ed entity  in  patients  over  the  age  of  50  years.  It 
often  occurs  in  patients  with  malignancy,  par- 
ticularly adenocarcinoma  of  the  lung  and  pan- 
creas. In  this  condition,  patients  develop 
uninfected  thrombi  adherent  to  valves  on  the  left 
side  of  the  heart.  NBTE  is  usually  associated 
with  a soft  murmur  and  is  often  unrecognized 
until  autopsy.  Recently,  the  association  of  NBTE 
with  the  acquired  immune  deficiency  syndrome 
has  been  reported.^® 

Mitral  valve  prolapse  is  often  thought  of  in  the 
differential  diagnosis  of  TIA,  especially  in 
younger  patients.  However,  the  incidence  of 
stroke  in  patients  with  mitral  valve  prolapse  is 
extremely  low,  approximately  one  stroke  per 
11,000  patients  with  mitral  valve  prolapse  per 
year.^''  Thus,  the  diagnosis  of  mitral  valve 
prolapse  as  an  etiology  for  TIA  or  stroke  should 
be  made  with  caution  and  after  other  entities 
have  been  carefully  considered. 

For  anticoagulated  patients  with  prosthetic 
valves,  the  embolic  rate  is  3 percent  per  year  with 
mechanical  mitral  valves  and  1.5  percent  per 
year  with  mechanical  aortic  valves. The 
embolic  rate  is  2 to  4 percent  for  patients  with 
bioprosthetic  valves  who  are  not  an- 
ticoagulated. 

The  incidence  of  stroke  is  2.5  percent  in 
patients  with  acute  MI.^®  In  patients  with 
anterior  wall  Mis,  the  course  is  complicated  by 
left  ventricular  mural  thrombus  and  stroke  in  6 
percent,  with  the  high-risk  period  at  the  two-  to 
four-week  mark  after  the  initial  MI.'^''  '^® 

Post-infarction  ventricular  aneurysms  are 
another  major  cause  of  stroke.  Typically  there  are 
akinetic  or  dyskinetic  areas  of  the  ventricular 
wall  on  which  pi'ogressively  enlarging  thrombi 
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develop.  Patients  at  high  risk  are  those  with  pro- 
truding and  multiple  thrombi.'®  Thus,  patients 
who  develop  a post-MI  ventricular  aneurysm  are 
best  treated  with  heparin  and  then  coumadin  for 
a period  of  three  to  six  months.'^"' 

Left  atrial  embolic  sources  include  chronic 
atrial  fibrillation,  left  atrial  myxoma,  and 
atherosclerotic  heart  disease.  Almost  25  percent 
of  all  ischemic  strokes  are  due  to  atrial  fibrilla- 
tion, and  those  with  valvular  heart  disease,  as 
noted  above,  are  at  very  high  risk  for  stroke.  So 
called  “lone”  atrial  fibrillation  has  a very  low 
incidence  of  stroke,  with  the  rate  being  approx- 
imately 0.5  percent  per  year.'®  This  entity 
usually  occurs  in  young  people  and  does  not  re- 
quire anticoagulation. 

Cardiomyopathies  are  a major  source  of  brain 
emboli.  In  the  case  of  dilated  cardiomyopathies 
there  is  impaired  systolic  pump  function,  cardiac 
enlargement,  intracardiac  thrombi,  and  con- 
gestive heart  failure.'® 

Surgical  causes  need  to  be  considered  in  the  pa- 
tient undergoing  coronary  artery  bypass  grafting 
(CABG)  who  suffers  a stroke.  Patients  with 
neurologic  events  in  the  peri-  and  post-operative 
period  after  CABG  usually  suffer  from  one  of 
three  entities:  diffuse  encephalopathy  from 
global  anoxia,  focal  cerebral  infarction,  or 
neuropsychological  deficits®"®®  from  “patchy 
ischemia  in  the  cerebral  arterial  border  zones.”®^ 
Such  neuropsychological  deficits  may  last  for 
months  after  CABG.  Cardiogenic  causes  such  as 
cardioversion  and  cardiac  catheterization  may 
result  in  dislodgement  of  thrombus  or 
atherosclerotic  plaque  with  resultant  TIA  or 
stroke. 

Paradoxic  embolism  and  cholesterol  emboli  are 
two  commonly  overlooked  causes  of  TIA  and 
stroke  in  patients  in  whom  the  etiology  has  not 
been  well  defined.  Cholesterol  emboli  usually 
occur  in  patients  with  risk  factors  for  vascular 
disease.  Emboli  of  atherosclerotic  material  may 
occur  spontaneously  or  after  arterial  or  surgical 
manipulation.  The  thoracic  aorta  is  a rich  source 
of  such  plaque.  Atherothrombotic  emboli  may 
cause  dysfunction  of  the  brain,  retina,  kidney, 
and  extremities®®  and  may  ultimately  result  in 
refractory  hypertension  and  irreversible  renal 

280 


failure.  Cholesterol  emboli  may  be  difficult  to 
recognize,  but  several  laboratory  clues  that  occur 
early  are  hypocomplementemia,  eosinophilia, 
and  eosinophiluria.®®'®^ 

When  the  cause  of  stroke  or  embolic 
phenomenon  is  not  clear,  paradoxical  embolism 
must  also  be  considered.  In  the  case  under 
consideration  today,  the  transesophageal 
echocardiogram  revealed  a bidirectional  flow 
across  the  interatrial  septum.  After  intravenous 
saline  injection,  a significant  burst  of  air  bubbles 
was  seen  in  the  left  atrium,  documenting  a right 
to  left  shunt.  The  transesophageal  echocar- 
diogram also  revealed  mild  aortic  insufficiency, 
mild  mitral  regui'gitation,  and  dysfunction  of  the 
anterior  wall  of  the  left  ventricle.  No  thrombi  or 
plaque  were  seen  in  the  left  ventricle  or  in  the 
thoracic  aorta.  It  was  felt  that  paradoxical  em- 
bolus was  the  most  likely  cause  of  the  patient’s 
TIA.  Several  alternative  entities,  however,  may 
also  have  caused  her  symptoms.  The  absent  left 
carotid  pulse  implies  occlusion  of  the  left  common 
carotid  artery.  Thus  a thrombus  could  have  form- 
ed over  an  ulcerated  plaque  of  the  left  common 
carotid.  It  would  have  been  useful  to  apply  duplex 
ultrasound  techniques  to  the  left  common  carotid 
artery  to  further  evaluate  this  vessel.  Doppler 
ultrasound  alone  only  has  a sensitivity  of  70 
percent,  while  duplex  ultrasound  has  a sensitivi- 
ty and  specificity  of  over  90  percent  in  the  detec- 
tion of  thrombus  and  plaque.  Other  possible 
etiologies  include  an  akinetic  or  dyskinetic  seg- 
ment of  myocardium  predisposing  to  thrombus 
and  subsequent  emboli,  embolus  from  coronary 
arteries,  and  primary  thrombotic  disease  of  the 
intracranial  vessels. 

The  diagnosis  cf  paradoxical  embolism  is  often 
a diagnosis  of  exclusion.  In  order  to  make  the 
diagnosis,  four  conditions  must  be  met.  “Presump- 
tive” paradoxical  embolism  requires:  (1)  that  there 
be  evidence  of  thrombus  in  the  venous  system;  (2) 
that  a right  to  left  shunt  exist;  (3)  that  there  be 
evidence  clinically,  angiographically,  or 
pathologically  for  systemic  embolism;  and  (4)  that 
a gradient  exist  at  some  point  between  the  right 
and  left  circulations  that  would  favor  movement  of 
an  embolic  source  from  right  to  left.®®’®"  A “prov- 
en” paradoxical  embolism  would  require  the 
demonstration  of  an  embolus  or  thrombus  in  the 
cardiac  conduit  responsible  for  the  shunt.®" 
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One  of  the  most  common  causes  of  paradoxical 
embolism  and  the  purported  cause  of  TIA  in  our 
patient  is  that  of  patent  foramen  ovale.  This 
entity  is  present  in  up  to  20  to  30  percent  of  the 
normal  population  and  may  be  a frequent  cause 
of  emboli  in  young  patients  with  stroke  (more 
than  50  percent  prevalence  in  this  group 
It  is  often  overlooked  as  a cause  of  stroke,  but  it 
should  be  strongly  considered  in  patients  for 
whom  an  exhaustive  search  fails  to  identify  other 
causes.  The  diagnosis  can  often  be  made  during 
contrast  echocardiography  with  the  use  of 
microbubbles.'^'**'^^  Here  one  would  expect  to  see 
movement  of  such  bubbles  from  the  right  to  left 
circulations,  demonstrating  the  existence  of  the 
patent  foramen.  Often  maneuvers  to  increase  the 
right-sided  pressures,  such  as  coughing, 
defecation,  or  the  Valsalva  maneuver,  may  be 
helpful.  Lung  interference  during  the  Valsalva 
maneuver  or  cough,  however,  may  result  in  an 
obscured  image,  making  the  diagnosis  of  patent 
foramen  ovale  difficult  by  transthoracic  echo 
alone.'*^ 

With  the  development  of  transesophageal 
echocardiography  (TEE),  the  diagnosis  of  patent 
foramen  ovale  and  other  cardiac  abnormalities 
has  been  simplified.  Technically  one  is  better 
able  to  visualize  the  atria  and  atrial  septum, 
which  are  important  sources  for  cerebral  emboli. 
In  one  study,  in  79  patients  who  presented  with 
unexplained  stroke  or  TIA,  57  percent  had  a 
potential  cardiac  source  identified  by  TEE  as 
opposed  to  15  percent  by  transthoracic  echocar- 
diogram.Of  this  group,  52  percent  had 
evidence  of  cardiac  disease.  For  the  38  patients 
without  any  evidence  of  cardiac  disease,  TEE  was 
still  more  effective  in  identifying  a potential 
embolic  source  (39  percent  for  TEE  and  19 
percent  for  transthoracic  echo).  Other  lesions 
that  may  be  more  easily  diagnosed  via  TEE  and 
represent  potential  cardioembolic  sources  of 
stroke  include  ventricular  and  atrial  septal 
defects.  Left  atrial  spontaneous  contrast  has 
often  been  observed  in  the  left  atrium  of  those 
with  a history  of  atrial  fibrillation,  mitral 
valvular  disease,  or  both.  In  such  low-flow  states, 
“smoke-like”  echos  have  been  observed  and  seem 
to  correlate  with  arterial  embolization  and  left 
atrial  thrombi. 


Ti’eatment  options  for  paradoxical  embolism 
vary.  Depending  on  the  clinical  setting,  an- 
ticoagulation, antiplatelet  agents,  and  surgical 
closure  have  been  employed  successfully.  ’”'^^  '^' 

Finally,  a word  regarding  the  long-term  out- 
come of  patients  who  present  with  TIAs.  As  noted 
earlier,  these  patients  do  not  die  from  stroke  or 
other  central  nervous  system  complications. 
Myocardial  infarction  and  sudden  death  are  the 
leading  causes  of  mortality  in  this  patient  group. 
Several  prospective  and  retrospective  studies 
have  demonstrated  a significant  incidence  of 
coronary  artery  disease  in  patients  presenting 
with  a cerebrovascular  event,  whether  it  is  a 
stroke  or  a tIA.‘° Even  in  patients 
without  clinically  suspected  coronary  disease, 
evaluation  of  such  patients  by  various  techniques 
has  been  informative.  Exercise  thallium 
scintigi’aphy,  two-dimensional  echocardiogi'aphy, 
electrocardiography,  Holter  monitoring,  exercise 
radionuclide  ventriculography,  and  coronary 
arteriography  have  all  been  used  to  document 
significant  cardiac  disease  in  patients  presenting 
with  neurologic  findings.  Because  atherosclerosis 
is  usually  diffuse  in  advanced  stages,  it  is  not 
uncommon  to  find  cerebrovascular  and  cardiac 
disease  coexisting. 

In  patients  presenting  with  TIAs,  cardiac 
disease  may  be  quiescent  for  long  periods  of  time. 
If  recognized  and  treated  early,  however,  this  com- 
plication, often  occurring  years  after  the  initial 
cerebrovascular  event,  could  be  eliminated. 
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SUMMARY 

Deletion  of  the  short  arm  of  chromosome  18 
provides  a highly  variable  phenotype.  Mental 
retardation,  short  stature,  and  abnormal  facies  are 
invariably  present.  About  9 percent  of  patients 
with  this  syndrome  have  cardiac  pathology.  An 
additional  case  with  congenital  heart  disease  has 
been  presented  along  with  a review  of  the 
literature  concerning  the  association  of  congenital 
heart  disease  and  the  18p-  syndrome. 

INTRODUCTION 

In  1963,  de  Grouchy  et  al.®  described  a six- 
year-old  boy  with  deletion  of  the  short  arm  of 
chromosome  18  (18p-  syndrome).  The  child  was 
severely  retarded  and  had  short  stature, 
hypertelorism,  strabismus,  epicanthal  folds,  flat- 
tening of  the  nasal  bridge,  dental  decay,  short 
fingers,  and  syndactyly.  This  was  the  first  report 
of  an  autosomal  deletion  in  man  compatible  with 
survival.  Since  that  time,  over  100  cases  of  dele- 
tion of  the  short  arm  of  chromosome  18  have  been 
reported.  “ However,  cardiac  pathology  was 
present  in  only  10  of  these 
(Table  1). 
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Author 

Karyotype 

Cardiac  Pathology 

2 

Coetsier  and  Orye 

46,  XX  18p- 

D-transposition 
with  pulmonic 
stenosis 

Cohen  and 

45,  XX  18-, 

Patent  ductus 

Putnam^ 

21-,T(18p21qP 

arteriosus 

Faust  et  al.^ 

46,  XX,  18p- 

Ventricular  sep- 
tal defect 

Giraud  et  al.^ 

46,  XY  18p-/45, 

Patent  ductus 

Harlan  et  al.^*^ 

X,  18p- 

arteriosus 

46,XX/46,XX,18p- 

Congestive 
heart  failure 

Jacobsen 

46,  XY,  18p- 

Ventricular 

Mikkelson^^ 

hypertrophy 

Laurent  et  al. 

46,  XX,  18p- 

Ventricular 

hypertrophy 

Nakano  et  al.^^ 

46,  XY,  18p- 

Dextroversion 

Vaillaud  et  al.^^ 

46,  XY,  18p- 

Aortic  stenosis 

Pbarl 

46,  XY,  18p- 

Tfetralogy  of 
Fallot 

Present  case 

46,  XX,  18p- 

Dextrocardia 
with  situs  inver- 
sus, ventricular 
septal  defect  and 
pulmonary 
stenosis 

Table  1 . Cardiac  pathology  in  patients  with  the 
18-p  syndrome 

*This  patient  is  believed  to  be  missing  chromatin 
from  the  short  arm  of  chromosome  18. 


We  wish  to  report  a congenital  malformation  of  the 
heart  associated  with  deletion  of  the  short  aiTn  of 
chromosome  18  which  had  not  been  reported  previously. 
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Figure  1 


CASE  REPORT 

The  patient  is  an  eight-year-old  white  girl.  She 
was  the  3062-Gm.product  of  a full-term  gestation. 
The  pregnancy  was  relatively  uncomplicated, 
although  the  mother  did  have  two  episodes  of  up- 
per respiratory  tract  infections  during  her 
pregnancy  and  was  treated  with  Erythromycin 
and  Dimacol  for  one  week  for  one  of  the  colds.  The 
labor  and  delivery  were  unremarkable.  The 
baby’s  Apgar  was  9 at  one  minute  and  9 at  five 
minutes.  Immediately  following  birth,  she  was 
noted  to  have  a severe  cleft  lip  and  an  incomplete 
nasal  septum.  A heart  murmur  was  first  heard 
at  about  one  month  of  age  and  has  persisted. 

A genetic  evaluation  was  obtained  because  of 
the  presence  of  dysmorphic  features,  including 
microcephaly.  Karyotype  analysis  showed  the 
presence  of  deletion  of  the  short  arm  of 
chromosome  18.  Echocardiography  at  age  one 
month  revealed  that  the  patient  has:  Dextrocar- 
dia with  situs  inversus,  a ventricular  septal 
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Figure  2 


defect  with  a left  to  right  shunt,  and  mild 
pulmonary  stenosis  with  a 20  mm  gradient 
across  the  right  ventricular  outflow  tract.  The  pa- 
tient was  carefully  and  closely  followed.  Periodic 
echocardiograms,  chest  X-rays,  CBCs,  liver 
function  studies,  and  electrolyte  studies  were 
performed.  Her  clinical  cardiovascular  status  has 
rem  lined  both  stable  and  satisfactory.  Further 
stuaies  (such  as  cardiac  catheterization)  have  not 
been  warranted.  The  patient’s  mother  and  father, 
who  at  the  time  of  her  birth  were  23  and  26  years 
old  respectively,  have  normal  karyotypes.  Both 
parents  and  the  patient’s  two  sisters  (one  older, 
one  younger)  are  in  good  health  and  free  of  any 
congenital  defects.  The  karyotype  of  the  older 
sister  was  46xx. 

PHYSICAL  EXAM 

At  eight  years  of  age  her  height  was  105  cm  < 
5th  percentile  and  her  weight  was  15.5  kg  < 5th 
percentile. 
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Figure  3 


Unusual  Facial  Features 
She  has  a peculiar  facies  (Fig.  1 before  plastic 
surgery,  Fig.  2 after  surgery).  A large  cleft  lip  was 
repaired  at  age  one  year.  Her  alveolar  ridge  is 
cleft,  but  the  hard  palate  appears  intact.  There 
is  marked  hypoplasia  of  the  nose  and  apparent 
absence  of  a major  part  of  the  nasal  septum. 

Her  neck  is  normal;  there  is  no  lym- 
phadenopathy.  The  thyroid  gland  is  in  midline 
position  and  normal  size.  The  chest  is  sym- 
metrical; there  is  no  deformity.  The  heart  size  ap- 
pears slightly  large.  A Grade  IIWI  pansystolic 
murmur,  moderately  harsh  in  quality,  is  heard 
loudest  at  the  third  to  fourth  interspace  at  the 
right  sternal  border.  S2  appears  single  and  loud. 
The  abdomen  is  normal  to  palpation;  there  is  no 
hepatosplenomegaly  and  no  abdominal  masses. 
The  extremities  are  not  deformed,  and  the 
palmar  creases  are  normal.  There  is  no  apparent 
clubbing  or  cyanosis.  The  patient’s  developmen- 
tal level  is  at  about  the  10-month  level,  which  is 
markedly  delayed. 


Other  Studies 

The  serum  electrolytes,  CBC,  and  liver  function 
tests  have  been  within  normal  limits.  A CT  scan 
of  the  head  reveals  no  evidence  of  gross  abnor- 
mality, except  for  the  unusuai  appearance  of  fron- 
tal horns,  which  appear  somewhat  rounded  in 
their  anterior  aspect.  A chest  x-ray  reveals  the 
heart  is  moderately  enlarged.  There  is  evidence 
of  dextrocardia  with  situs  inversus  and  increased 
pulmonary  vascular  markings.  Radionuclide 
angiocardiography  revealed  dextrocardia  with 
normal  transit  of  the  isotope  through  the 
chambers  of  the  heart  with  the  reversal  of  the 
location  of  the  heart  and  liver.  There  was  no  right 
to  left  shunting.  The  EKG  showed  sinus  rhythm, 
inverted  P waves  in  Lead  V-1,  right  axis,  dex- 
trocardia and  probable  posterior  ventricular 
hypertrophy.  Two  different  peripheral  leukocyte 
cultures  showed  46,  XX,  del  (18)  (Pll).  Fig.  3. 
(patient’s  karyotype).  The  EEG  is  abnormal  due 
to  the  generalized  background  slowing  and 
disorganization.  The  tracing  is  consistent  with  a 
diffuse  chronic  encephalopathy. 
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HISTORY 

At  age  five  months  she  was  hospitalized  with  a 
diagnosis  of  infantile  spasms.  She  was  started  on 
ACTH,  which  was  continued  until  age  one.  When 
ACTH  was  discontinued,  she  was  started  on  oral 
Prednisone.  She  was  on  Prednisone  to  age  15 
months.  She  has  since  received  many  medica- 
tions to  control  seizures;  she  is  now  receiving  a 
low  dose  of  valproic  acid.  The  last  neurological 
evaluation  reports  (at  age  seven  years)  that 
although  she  is  markedly  developmentally 
delayed,  her  attention  to  her  surroundings  seems 
improved.  She  is  vocalizing,  although  not  saying 
any  words,  and  seems  to  respond  to  a video.  There 
have  been  no  seizures  during  the  past  three  years. 
She  is  walking  now  with  externally  rotated  legs, 
which  are  flexed  at  the  knees.  She  is  able  to  take 
some  steps  alone.  Reflexes  are  brisk.  Hearing 
tests  have  been  normal  on  several  occasions. 
Periodic  eye  examinations  have  revealed  normal 
findings.  There  have  been  multiple  episodes  of 
uncomplicated  otitis  media  and  urinary  tract 
infections. 

DISCUSSION 

Although  the  incidence  of  heart  disease  with 
the  18p-  syndrome  is  much  higher  than  in  the 
general  population,  the  diversity  of  cardiac 
pathology  is  striking  (Table  2).  Deletion  of  the 
short  arm  of  chromosome  18  most  often  occurs  de 
novo. 


Sex  ratio  (female:male) 

3:2 

Mean  parental  ages  in  de 

novo  cases 

Maternal 

32  years 

Paternal 

38  years 

Pregnancy 

Normal  duration 

Mean  birth  weight 

2800  gm 

Table  2 

Mental  retardation  is  a consistent  finding,  and 
it  varies  from  borderline  to  profound.  Short  stature 
and  abnormal  facies,  particularly  deformed  or  low- 
set  ears  and  a broad  nasal  bridge,  are  consistently 
present.  Several  patients,  including  our  own, 
have  demonstrated  a specific  speech  deficit  out 
of  proportion  to  their  intellectual  impair- 
ment.^'®'^'' The  frequency  of  other  malforma- 


tions in  83  reported  cases  that  include  the  results 
of  either  physical  examination  or  postmortem 
findings  (including  the  present  case)  are 
summarized  in  Table  3.1.2.4  6,8,9,12-15,17.22,24 


Frequency 

Percent 

Malformations 

of  Occurrence 

of  Cases 

Short  Neck 

39 

48 

Hypertelorism 

34 

41 

Epicanthal  folds 

33 

40 

Ptosis 

31 

38 

Micrognathia 

29 

25 

Dental  Decay 

24 

29 

Webbed  Neck 

20 

24 

Microcephaly 

24 

29 

Clinodactyly 

17 

21 

Genital  abnormalities 

15 

18 

High  or  cleft  palate 

16 

18 

Pectus  excavatum 

14 

17 

Strabismus 

12 

15 

Deformed  foot 

11 

13 

Arhinecephaly 

10 

12 

Micromyelia 

9 

11 

Syndactyly 
Whorls  on  six 

9 

11 

or  more  fingers 

9 

11 

Cardiac  Pathology 

8 

10 

Deformed  hip 

7 

9 

Nystagmus 

5 

6 

Simian  crease 
Funduscopic 

4 

5 

abnormality 

3 

4 

Renal  abnormality 

2 

2 

Subglottic  stenosis 

1 

1 

Scoliosis 

1 

1 

Spina  bifida  cx;culta 

1 

1 

Table  3.  The  frequencies  of  various  malformations 
in  83  patients  with  deletion  of  the  short  arm  of 
chromosome  18.  (This  table  excludes  patients  hav- 
ing translocations^  or  mosaicism.^  '®) 


This  chromosomal  deletion  has  also  been 
associated  with  hypothyroidism,'’®’^®  growth  hor- 
mone deficiency,'®  and  rheumatoid  arthritis.® 
Several  reports  of  coexisting  immunoglobulin  defi- 
ciency have  been  published.  Of  the  27  patients 
whose  immunoglobulin  levels  are  known,  16  had 
absent  or  greatly  reduced  levels  of  IgA.  The  IgG 
and  IgM  levels  were  normal  or  increased  in  all 
patients.  Since  immunoglobulin  genes  are  known 
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to  reside  on  chromosome  14,  one  must  postulate  a 
gene  interaction  to  explain  the  IgA  deficiency.'® 

The  incidence  of  this  rare  kaiyotype  is  not 
known.  Deletion  of  the  short  arm  of  chi’omosome 
18  is  more  difficult  to  diagnose  than  most  other 
major  chromosomal  abnormalities  because  of  the 
wide  variation  in  the  clinical  spectrum  of  this  syn- 
drome. The  more  widespread  use  of  cytogenetic 
studies  in  patients  with  multiple  anomalies  would 
facilitate  the  recognition  of  the  18p-  syndrome.  Tfen 
percent  of  the  patients  reported  with  deletion  of  the 
short  arm  of  chromosome  18  have  heart  disease. 
Our  case  presents  yet  another  example  of  cardiac 
pathology  in  a patient  with  an  18p-  syndrome.  We 
suggest  that  patients  with  18p  monosomy  be 
screened  for  the  possibility  of  congenital  heart 
disease. 
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Care  for  the  asthmatic  child  has  significantly 
improved  in  the  past  20  years.  More  effective  in- 
haled agents  (cromolyn,  beta-2  agonists,  cor- 
ticosteroids) and  delivery  systems  (nebulizers, 
spacers)  account  for  part  of  this  lessened  morbidi- 
ty. The  development  of  family-centered  educa- 
tional self-management  programs'^  integrating 
at-home  monitoring  of  pulmonary  status  with 
measurements  of  peak-flow,  has  allowed  families 
to  better  recognize  early  symptom  onset  and  give 
effective  therapy  early,  thereby  minimizing  the 
need  for  emergency  treatment  and  hospitaliza- 
tion. Despite  these  effective  modalities,  a small 
subset  of  asthmatic  children  have  persistent 
asthma  symptoms  that  require  frequent 
hospitalization,  emergency  care,  and 
maintenance  with  oral  corticosteroids,  which  are 
associated  with  significant  adverse  side  effects, 
including  stunting  of  growth  and  weight  distur- 
bances.®' 


Dr  Weinstein  is  associated  with  the  Division  of  Allerj^y  and  Immunology.  Dr.  Faust 
IS  associated  with  the  Division  of  Psychology,  and  Dr  Padman  is  associated  with 
the  Division  of  Pulmonology’,  Department  of  Pediatrics,  Alfred  I.  duPont  Institute, 
Wilmington,  Delaware. 
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Academic  problems  have  been  noted  in  many 
of  these  children  and  have  been  variously  at- 
tributed to  poor  school  attendance  secondary  to 
excessive  illness  (resulting  in  poor  academic  pro- 
gress and  grade  failure)  and  problems  associated 
with  medications.®  ’®  Recent  research  has  in- 
dicated that  rather  than  a uniform  consequence 
of  medication,  some  children  will  demonstrate  an 
idiosyncratic  response  to  prescribed  medications. 
No  systematic  findings  of  learning  disabilities 
have  been  supported  in  the  published  literature. 

As  a result  of  persistent  asthma  symptoms, 
many  families  manifest  multiple  signs  of  stress 
and  dysfunctional  patterns  of  interaction. 
Minuchin’s  model  of  the  “psychosomatic  fami- 
ly”" provides  one  means  of  looking  at  the  im- 
pact of  the  chronically  ill  child  on  the  family 
structure  and  function.  Examples  of  dysfunc- 
tional responses  to  severe  childhood  asthma 
would  include  noncompliance  with  prescriptive 
medications,  nonadherence  to  treatment 
regimens  and  the  reinforcement  of  dysfunctional 
child  behaviors.  For  some  children  with 
hyperventilation-induced  asthma  (secondary  to 
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ciying  or  yelling  of  the  child  in  response  to  paren- 
tal discipline)  parents  demonstrate  a reluctance 
to  discipline  the  child  and  fail  to  establish  age- 
appropriate  behavioral  expectations/^'^^  Paren- 
tal concerns  for  medication  side  effects  and  the 
potential  for  “dependence”  may  lead  to  non- 
compliance  with  the  treatment  regimen  and  per- 
sistent symptoms. 

In  the  past  15  years,  there  has  been  an  increase 
in  the  number  of  hospitalizations  for  children 
with  asthma  in  the  United  States. 
Associated  with  this  is  an  increase  in  the  number 
of  children  dying  from  asthma.^®  Factors 
associated  with  the  death  of  severe  asthmatic  pa- 
tients have  been  correlated  with  child  and  fami- 
ly behavioral  problems  that  persist  after 
discharge  from  long-term  hospitalization.^*^ 

One  approach  for  these  children  is  long-term 
hospitalization.  This  was  initiated  by  Peshkin  in 
1939  at  the  National  Home  for  Asthmatic 
Children  in  Denver.  These  children  stayed  for  12  to 
36  months.  Follow-up  studies  on  these  patients  in 
the  1950s  yielded  reduction  in  asthma  symptoms 
in  up  to  90  percent  of  the  patients.^*^  Subse- 
quent publications^'*’^^  have  summarized  the 
experience  of  that  facility,  now  called  the 
National  Jewish  Center  for  Immunology  and 
Respiratory  Medicine  (NJCIRM).  The  most 
recently  published  study  from  that  program  reports 
their  experience  with  103  children  admitted 
for  long-term  hospitalization  for  severe  asthma 
during  1983-1985,^®  and  forms  the  basis  for  com- 
parison with  the  current  study.  All  of  these 
children  had  severe  asthma,  and  many  also  had 
significant  psychological  problems.  NJCIRM 
reported  a 29  percent  reduction  in  hospital  days 
and  a 46  percent  reduction  in  emergency  room 
visits.  Length  of  stay  varied  from  11  to  374  days 
(median =75  days).  The  focus  of  care  was  primarily 
the  child,  since  family  members  were  not 
available  or  not  asked  to  participate.^^ 

The  role  of  child  and  family  behavior  has  been 
reported  to  be  of  significant  importance  in  assess- 
ing persistent  pulmonary  symptoms  in  children 
with  severe  asthma."'^®®®  To  address  this  con- 
cern, the  Alfred  I.  duPont  Institute  Asthma 
Rehabilitation  Center  (AIDIARC)  was  established 
to  deliver  care  to  children  with  severe  asthma  and 
their  families.  Asthmatic  children  admitted 
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to  the  program  were  given  a pulmonary  and  im- 
munologic assessment  to  make  the  correct 
diagnosis,  to  evaluate  factors  that  could  be 
aggravating  asthma,  and  to  apply  appropriate 
pharmacological  therapy.  The  benefit  of  the  treat- 
ment program  was  tested  with  exercise  training. 
Unique  to  this  protocol  was  a behavioral  program 
in  which  the  family  must  participate  to  permit 
appropriate  assessment  of  reasons  for  prior  treat- 
ment failure  as  an  outpatient.  Emphasis  was 
placed  on  the  use  of  behavioral  prescriptions,  in- 
cluding the  necessity  of  compliance  with  phar- 
macological treatment,  avoidance  of  allergens 
and  irritants,  and  the  clarification  of  family  in- 
teractions that  could  precipitate  or  maintain  per- 
sistent wheezing.  The  hypothesis  that  was  tested 
was  that  short-term  hospitalization  (11  to  52 
days;  mean=17  days)  with  involvement  of  the 
family  could  lead  to  a lasting  reduction  in 
hospitalization,  emergency  care,  use  of  oral  cor- 
ticosteroids and  improvement  in  pulmonary 
function. 

Subjects 

Forty-four  consecutive  patients  with  severe 
childhood  asthma  admitted  to  the  AIDIARC  par- 
ticipated in  the  current  study.  All  patients  had 
a primary  diagnosis  of  Asthma  at  discharge.  Pa- 
tients were  six  months  to  17  years  of  age 
(mean =8.4  years),  and  were  hospitalized  for  at 
least  eight  days  (long  enough  to  have  routine  ad- 
mission assessments).  All  patients  had  been 
referred  because  asthma  was  refractory  to  outpa- 
tient treatment.  The  project  protocol  and  consent 
form  were  approved  by  the  Alfred  I.  duPont  In- 
stitute Institutional  Review  Board.  Consent 
forms  were  collected  during  the  intake  process  at 
admission. 

Methods 

The  AIDIARC  is  a short-term  diagnostic  and 
treatment  program  for  children  with  severe 
asthma.  Patients  admitted  to  the  program  had 
experienced  one  or  more  of  the  following:  recur- 
rent hospitalizations,  emergency  care,  con- 
tinuous symptoms,  use  of  oral  corticosteroids,  use 
of  ventilator,  abuse  of  metered  dose  inhalers, 
seizures  with  status  asthmaticus,  significant 
school  absences,  or  family  crisis  concerning 
asthma. 
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Variables 

NJCIRM 

AIDIARC 

Number  Pts 

103 

44 

Age 

9-17  years  6 ms- 17  years 
Mean  = 8.4  yrs 

% 

% 

Male/Female 

54/46 

61/39 

Race 

White 

91 

48 

Black 

6 

46 

Hispanic 

0 

6 

Other 

3 

0 

Health  Insurance 

Commercial 

94  (est.) 

61 

Medicaid/  None 

6 

39 

Referral  Source 
Allergists  and 

Pulmonologists 

* 

77 

Piimaiy  Care 

* 

23 

Pi'evious  Long-Tbrm  Admissions 

10 

5 

Adverse  Environmental  Factors 

75 

80 

Length  of  disease  >8  30' 

68 

History  of 

Respiratory  failure 

18 

5 

Seizui’es  duiing  asthma 

17 

5 

Exercise-induced 

bronchospasm 

92 

100 

Tbtal  number  of  hospital  days 

lifetime  (mean) 

* 

29.7  days 

Steroid  use  in  year  before  admission 

None 

19 

14 

Episodic 

50 

66 

Continuous  q.d.  or  q.o.d. 

31 

20 

*Not  repoided 

Table  1.  Medical  and  demographic  characteristics 

Families  were  accepted  into  the  program  after 
they  agreed  to  participate  in  twice-weekly 
family  sessions.  These  sessions  integrate  necessary 
medical  (pharmacologic  and  immunologic  therapy) 
and  behavioral  recommendations  to  the  family 
unit  which  is  responsible  for  caring  for  the  severe 


asthmatic  child.  Specific  behavioral  techniques 
applied  in  these  family  sessions  include  role  playing 
of  attack  management,  behavioral  contracting, 
inaeased  supervision  of  medication  administration, 
and  family  therapy  (when  indicated)  to  redirect 
the  family’s  dysfunctional  efforts  into 
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an  acceptable  and  coordinated  approach  to  the 
management  of  their  child’s  asthma. 

Outpatient  therapy  focuses  on  the  assessment  of 
(1)  pidmonary  function,  (2)  compliance  with  phar- 
macologic therapy,  and  (3)  assessment  of  the  family’s 
capabilities  in  coping  with  a “new”  treatment  plan. 
Behavioral  strategies,  similar  to  those  used  in  the  in- 
patient phase,  were  utilized  for  those  patients  with 
persistent  symptoms  after  discharge  from  the  inpa- 
tient program. 

Determination  of  Clinical  Boselines 

Refening  physicians  and  parents  were  asked  to  list 
all  the  facilities  the  patient  may  have  used  for 
medical  care  during  the  two  years  before  admission 
to  Alfi^  I.  duFbnt  Institute  This  procedure  was 
repeated  every  six  months  after  dischairge  to  obtain 
information  for  the  post-discharge  year.  The  referr- 
ing physician  was  also  asked  to  record  (1)  the  number 
of  visits  to  the  office  for  acute  asthma  requiring 
epinephrine  or  nebulized  Beta-2  agonists,  and  (2)  the 
use  of  corticosteroid  medications  (inhaled  and  oral). 
Other  physicians  caring  for  the  child  were  sought 
and  contacted  for  the  same  information.  Medical-use 
information  was  confirmed  by  calling  all  medical 
facihties  used  these  patients.  The  caller  requested 
admission/discharge/emergency  room  visit  dates 
specifically  for  asthma  care  within  the  relevant 
periods  of  time 

Data  Collection 

On  admission,  information  was  obtained  as  to  the 
presence  of  adverse  environmental  factors  in  the 
home,  such  as  smoking  or  pets  with  fur. 
Characteristics  of  the  asthma  were  documented  with 
regard  to  severity,  including  puhnonairy  function 
paraimeters  and  medications  i-eceived. 

The  medical  evaluation  included:  pulmonary  func- 
tion testing;  lung  volumes;  spirometry; 
peak  expiratory  flow  rates;  x'rays  (chest  and  lateral 
neck);  fluoroscopy  of  the  upper  airway; 
(DT  scan  of  the  sinuses;  a pH  probe  to  assess 
gastroesophageal  reflux  and  an  electro- 
cardiogram. 


The  following  laboratory  tests  were  obtained:  sweat 
test;  alpha-1  antitrypsin;  PPD;  hypersensitivity 
pneumonitis  panel;  cortisol  levels  (AM/PM);  CBC; 
sedimentation  rate;  total  eosinophil  counts;  serum 
chemistry  (SMA  12  and  SMA  6);  quantitative  im- 
munoglobulins (IgA,  IgG  and  IgM);  IgG  subtypes; 
ISO  hemaglutinins;  antibody  titers  (both  pre-  and 
post-  immunization)  for  diphtheria,  tetanus, 
pneumococcus;  delayed  hypersensitivity  skin  tests; 
and  IgE  - total. 

Theophylline  level(s)  were  obtained  at  admission 
if  appropriate,  and  spot  checked  throughout;  the  in- 
patient admission.  Prick/intradermal  skin  tests  were 
completed  to  evaluate  sensitivities  to  pollen,  mold, 
dust,  dust  mites,  animals,  and  foods. 

Patient  Education:  Patient  (if  old  enough)  and 
family  members  (parents  or  adult  caretakers)  receiv- 
ed the  Airwise  educational  program.  Children  receiv- 
ed daily  instruction  by  Nursing  and/or  Respiratory 
Therapy.  Family  members  received  four  half-hour 
sessions  over  a two-week  period.  Instruction  includ- 
ed definition  of  asthma,  pathophysiology,  phar- 
macologic treatment,  and  self-management  prin- 
ciples using  a peak  expiratory  flow  rate  meter.  Initial 
assessment  was  compared  to  post-assessment  to 
evaluate  comprehension  and  need  for  specific  review. 

Physical  therapy  evaluation  focused  on  the  child’s 
ability  to  perform  varying  amovmts  of  exercise,  such 
as  free  running,  stationary  bike,  and  swinuning 
while  on  a specified  pharmacologic  therapy.  Fbak  ex- 
piratory flow  rates  (PEER)  were  monitored  pre-  and 
post-exercise  challenge  to  assess  the  presence  of 
exerc  se-induced  asthma  and  to  determine  the  max- 
imal mterval  before  Beta-2  and  cromolyn  would  need 
to  be  re-administered  for  control  of  exercise-induced 
asthma.  Ffirents  were  asked  to  attend  exercise 
sessions  to  observe  the  child’s  capabilities  and 
pulmonary  function. 

Home  environmental  visits  were  undertaken  by 
one  of  the  team  members  to  assess  potential  aUei^en 
and  irritant  exposure.  This  information  was  utiliz- 
ed to  make  recommendations  to  the  family  concer- 
ning the  removal  of  known  allergens  and  irritants. 
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Variables 

NJCIRM 

AIDIARC 

AIDIARC 

% 

% 

% 

Medications 

Adnrission 

Admission 

Follow-up 

Mean =20.5  months 

Theophylline 

94 

84 

74 

B.  Agonists 

100 

100 

100 

Crnmolyn 

32 

52 

91 

Steroids 

Oral 

64 

20 

27 

Inhaled 

27 

34 

82 

Pulmonary  Function 
(%  predicted) 

Admission 

Admission 

Follow-up 

Mean=20.5  months 

FEVi 

112 

83.3 

94.8 

FEF25-75 

53 

76.4 

72.1 

TGV 

123 

* 

FRC 

* 

125 

* 

Admission 

Admission 

Follow-up 

Psychosocial  Variables 

Mean  (Range) 

Mean  (Range) 

Mean  (Range) 
Mean =18  months 

CGAS+ 

58  (33-85) 

57.7  (32-85) 

69.5  (32-88)** 

FGAS+-(- 

59  (25-88) 

60.2  (25-87) 

68.3  (36-68)'=* 

CBCL-(-  + -^ 

60  (40-89) 

62.1  (41-77) 

57.5  (36-68)*** 

*Not  reported 

**p<.0001 

***p<.05 

+Children’s  Global  Assessment  Scale  (CGAS) 

+ + Family  Global  Assessment  Scale  (FGAS) 

+ + +Achenbach  Child  Behavior  Checklist  (CBCL) 

Table  2.  Medications,  pulmonary  function  and  psychosocial  variables 


Fhtients  were  administered  a standaixlized  batteiy 
of  psychological  instruments  to  evaluate  cognitive 
abilities,  academic  functioning,  and  general 
emotional  adjustment.  The  battery  included  the 
Wechsler  Intelligence  Scales,  the  Wide  Range 
Achievement  Tbst  - Revised,  the  Gordon  Diagnostic 
Screening  Battery,  the  Piers  Harris  Self-Concept 
Scale,  a clinical  depression  scale,  and  the  Kinetic 
Family  Drawing.  Fhrents  were  asked  to  complete  the 
Achenbach  Child  Behavior  Checklist  (CBCL;31)  to 
assess  their  perception  of  the  extent  to  which  their 
child  demonstrated  a wide  range  of  behavioral  or 
emotional  problems.  General  level  of  adjustment  was 
assessed  by  the  clinicians  on  separate  scales  for  the 
child  and  the  parent. 


Family  adjustment  to  asthma  was  assessed  by  a 
variety  of  instmments  and  stmctured  interviews 
drawn  from  the  Living  with  Asthma  program  and 
the  work  of  Creer.^’^  The  results  of  these  question- 
naires formed  the  basis  for  mandatory  bi-weekly 
treatment  meetings  with  the  family  on  the  manage- 
ment of  asthma  in  the  home  The  content  of  these 
sessions,  which  provided  intensive  brief  family 
therapy,  included  (1)  a structured  diagnostic 
behavioral  interview,  (2)  an  attack  management 
assessment,  and  (3)  am  investigation  of  the  reasons 
why  asthma  symptoms  per'sisted  despite  aggressive 
outpatient  management  (eg,  underlreatment,  non- 
compliance,  presence  of  home  environmental 
allergen  or  initant,  family  maladaptation  to  illness. 
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Notional  Jewish  Center 
LOS  (Median)  = 75  days 
Range  = 11-374 


12  mos 
before 
Median 
(range) 

Sum 

Hospitalizations 

1.0  (0-15) 

255 

Hospital  days 

5.0  (0-73) 

1030 

Emergency  room  visits 

1.5  (0-36) 

433 

Physician  office  visits 

5.0  (0-36) 

625 

12  mos 
follow-up 


Median  (range) 

Sum 

Reduction 

0.0  (0-34) 

194 

24% 

0.0  (0-84) 

736 

29% 

0.5  (0-34) 

245 

45% 

3.0  (0-30) 

364 

42% 

Alfred  I.  duPont  institute 
LOS  (Median)  15  days 
Range  8-52 

Follow-up-20.5  months 
(SD=7  months) 
Range =12.1-35.2  months 


Average  annual  hospital 
days  for  2 years  prior 
to  treatment  at  AIDI 
Median  (range)  Sum 


Average  annual 
hospital  days  over 
entire  follow-up 
Median  (range)  Sum 


% Reduction 


Hospital  days 
Emergency  care  visits 
(EPI/NEB  Beta-2) 


4.0  (0-188)  297 

4.0  (0-12)  194 


0.(X0-5.3)  25.1 

0.4  (04.8)  36.6 


91.4% 

81% 


Table  3.  Medical  use  pre-  and  post-rehabilitation  hospitalization  for  asthma 


ineffective  child  discipline,  or  hyperventilation- 
induced  asthma  secondary  to  crying  or  shouting 
in  response  to  parental  discipline).  Assessment  of 
this  information  leads  to  the  development  of  a 
comprehensive  treatment  program. 

Outpatient  treatment  includes:  (1)  patient  history, 
including  review  of  home  peak  flow  meter 
monitoring,  number  of  physician  visits  or  emergency 
care  visits,  use  of  oral  corticosteroid  medications  and 
fi^uency  of  hospitalization;  (2)  physical  exarnination; 
(3)  spirometry;  (4)  drug  monitoring,  including 
theophylline  levels  and  totad  eosinophil  counts  and 
(5)  family  therapy,  when  indicated. 


Results 

Demographic  data,  medications  prescribed,  and 
pulmonary  functioning  testing  at  the  time  of  admis- 
sion are  summarized  in  Thbles  1 and  2.  Length  of 
stay  for  the  44  patients  ranged  fhrm  8 to  52  days 
(mean =17  days).  Length  of  outpatient  treatment 
varied  from  12  months  to  three  years  (mean=20.5 
months)  (see  Tkbles  3 and  4).  At  the  time  of  follow- 
up, patients  were  prescribed  more  medications  for  use 
than  they  were  receiving  at  the  time  of  admission 
(see  fhble  2). 

Medical  morbidity  outcomes  are  reported  in 
Tkble  4.  Hospital  days,  emergency  care  visits  and 
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Length  of  stay 

Mean  = 

17  days  (Range  = 8-52  days) 

Length  of  follow-up 

Mean  = 

20.5  months  (Range  = 12-35.2  months) 

Variables 

Prior 

Past 

Hospital  days 

6.22 

0.57* 

Emergency  care  visits 

4.444 

0.83* 

Corticosteroid  bursts 

3.18 

1.95** 

FEVi 

83.3% 

94.8%** 

FEF25.75 

76.4% 

72,1% 

*p<.001 

**p<.01 

Mean  theophylline  level  of  32  patients 
receiving  this  medication  at  follow-up 

1 1.00  mcg/ml 

(Mean  = 20.5  months) 

Table  4.  Clinical  impact  of  asthma  rehabilitation  (annualized) 

orticosteroid  bui'sts  prior  to  admission  are  compared 
to  those  reported  during  the  follow-up  period 
(mean=20.5  months).  Hospital  days  annualized  over 
a 24-month  period  prior  to  admission  to  AIDIARC 
were  6.22  hospital  days/patient/^ear  versus  0.57 
hospital  days^atient/year  at  follow-up  (p<.001). 
Emergency  care  visits  over  the  12-month  period  prior 
to  admission  were  4.4  emergency  care 
visits/patient/year  versus  0.83  emergency  cai’e 
visiWpstienhyear  over  the  20.5-month  follow-up 
(p<.001).  Corticosteroid  hui-sts  over  the  12  months 
prior  to  admission  were  3.18  hursts/ 
patient/year  versus  1.95  hursta^atient/year  at  mean 
follow-up  of  20.5  months  (p<.01).  FEVi  prior  to 
admission  was  83.3  percent  versus  94.8  percent  at 
follow-up  (mean=20.5  months)  (p<.001).  FEF25^75 
prior  to  admission  was  76.4  percent  versus  72.1  per- 
cent at  follow-up  (mean  follow-up =20.5  months).  No 
statistical  difference  was  noted  for  this  variable 
Theophylline  level  for  the  group  of  32  patients  receiv- 
ing theophylline  at  follow-up  of  20.5  months  was  11.0 
mcg^ml.  Of  the  patients  in  the  sample,  46  percent 
received  immunotherapy  as  outpatients. 

Discussion 

The  overall  success  of  the  program  in  reducing 
hospitalization,  emergency  care  utilization  and  re- 
quirements for  oral  corticosteroid  bursts  is  very 
favorable  A possible  reason  for  this  outcome  appears 
to  be  the  integrated  medical  and  behavioral  evalua- 

Del  Med  Jrl,  May  1991-Vol.  63,  No.  5 


tion  and  treatment  of  the  child  with  severe  asthma 
and  his  or  her  family. 

From  a medical  perepective,  the  patients  com- 
pleting the  program:  (1)  were  correctly  identified  with 
a diagnosis  of  asthma  and  exacerbating  factors  were 
treated;  (2)  i-eceived  effective  pharmacologic  therapy 
to  block  hyperventilation-induced  asthma  (exer- 
cise/crying);'^  (3)  underwent  an  investigation  of  an 
atopic  profile  to  reduce  allergen  exposure;  and  (4) 
when  indicated,  received  immunotherapy.  A home 
environmental  visit  was  made  to  identify  appropriate 
removal  of  allergens  and  irritants. 

The  family  and  the  child  received  educational 
material  focusing  on  the  pathophysiology  of  asthma, 
medication  actions  and  side  effects,  and  proper  use 
of  the  medication  and  delivery  systems.  By  the  end 
of  the  hospital  stay,  both  child  and  family  members 
understood  the  effectiveness  of  the  treatment  plan. 

To  reduce  subsequent  emergency  care  and  un- 
necessary hospitalization,  families  paiTicipated  in 
attack  management  training.  Through  role  play- 
ing, family  members  identified  ineffective  practices 
and  were  provided  with  specific  training  for  acute 
asthma  episodes.  The  stepwise  process  included:  (1) 
recognition  of  degree  of  depression  of  lung  function 
via  use  of  mini  Wright  peak  flow  meter;  (2)  ap- 
propriate use  of  nebulized  Beta-2  agonists;  (3) 
removal  of  patient  from  offending  allergen  and/or 
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irritants;  (4)  assignment  of  specific  tasks  to  each 
family  member  to  minimize  confusion  and  em- 
phasize relaxation;  and  (5)  the  provision  of  the  phone 
number  for  a physician(s)  to  review  the  chnical  situa- 
tion and  consider  the  possible  use  of  oral 
corticosteroids  and/or  antibiotics  before  the  child  is 
seen  the  physician  in  the  emergency  room  or  office 

From  a behavioral  model,  the  child  and  family 
were  assessed  on  the  degree  of  adaptation  or 
maladaptation  to  the  asthma  symptoms.  The 
child  received  standardized  psychological  tests, 
while  the  parents  completed  standardized  and 
asthma-specific  instruments  describing  the  im- 
pact of  asthma  on  the  family.  The  Behavioral  In- 
terview for  Asthma,  developed  by  Creer^^ 
outlines  specific  behaviors  and  responses  by  the 
child  and  family  members  that  were  associated 
with  persistent  asthma.  A family  interview  was 
undertaken  to  meet  with  all  family  members  to 
describe  their  interface  with  persistent  asthma. 
By  reviewing  the  medical  history,  the  family 
questionnaires,  psychological  test  results  and 
family  interviews,  an  integrated  treatment  plan 
was  formulated  which  was  specific  and  unique  to 
each  family.  It  became  possible  to  hypothesize 
specific  child/family  behaviors  responsible  for 
specific  asthma  symptoms.  These  hypotheses  in- 
cluded: noncompliance  with  pharmacologic  treat- 
ment plan;  undertreatment;  persistence  of  home 
environmental  allergens  and/or  irritants;  and 
child/parent  maladaptation  to  severe  asthma. 
Maladaptation  may  include:  1)  parental  over- 
protectiveness or  rejection,  2)  hyperventilation- 
induced  asthma  secondary  to  crying  in  response 
to  parental  discipline  (This  may  lead  to  ineffec- 
tive parenting,  since  parents  may  not  want  to 
provoke  asthma  and  prefer  to  yield  to  the  child’s 
requests.),  3)  peripheral  or  little  involvement  of 
one  spouse  or  parent,  and  4)  sibling  neglect  and 
resentment.  By  recognizing  and  modifying  the 
above  patterns  into  more  functional  relation- 
ships, it  was  felt  that  medical  management  would 
be  improved. 

The  degree  of  outpatient  treatment  was  at  the 
discretion  of  the  referring  physician.  Patients 
receiving  theophylline  and/or  oral  corticosteroid 
had  routine  measures  of  compliance  via 
theophylline  levels  and  total  eosinophil  count. 
Spirometry  was  routinely  done  in  children 
capable  of  performing  this  pulmonary  function 
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test.  Mean  theophylline  level  11.0  mcg/ml  at 
mean  20.5-month  follow-up  is  consistent  with 
marked  reduction  in  subsequent  hospitaliza- 
tions, emergency  care,  corticosteroid  bursts,  and 
improvement  in  FEVi.  Since  there  were  no 
theophylline  level  data  gathered  prior  to  entry  in- 
to the  AIDIARC  program,  one  cannot  state  that 
admission  to  AIDIARC  resulted  in  improved  pa- 
tient/family compliance  during  the  follow-up 
period.  More  frequent  outpatient  visits  were  re- 
quested for  those  children  and  families  who:  1) 
demonstrated  difficulty  at  the  time  of  the  inpa- 
tient stay  in  making  a smooth  transition  from  the 
“sick”  to  the  “well”  model,  and  2)  had  persistent 
pulmonary  morbidity. 

The  NJCIRM  has  published  data^®  on  the  ef- 
fectiveness of  long-term  hospitalization  for 
rehabilitation  of  severe  childhood  asthma.  It  is 
possible  to  make  some  comparisons  of  the  pa- 
tients seen  and  the  effectiveness  of  individual 
versus  family-centered  care.  When  comparing  the 
severity  of  two  asthmatic  patient  populations, 
one  might  consider  the  history  of  the  following 
factors:!  1 ) medications  taken;  (2)  pulmonary  func- 
tion; (3)  length  of  disease;  (4)  prior  history  of 
hospitalization  and  emergency  care;  (5) 
demographics;  and  (6)  the  level  of  psychological 
functioning. 

Medication 


The  NJCIRM  and  the  Alfred  I,  duPont  Institute 
had  a comparable  percentage  of  patients  receiv- 
ing theophylline  and  beta  2 agonists  during  the 
year  prior  to  admission.  A higher  percentage  of 
patients  from  AIDIARC  were  receiving  cromolyn 
and  inhaled  corticosteroids  (52  percent  and  34 
percent,  respectively)  than  from  NJCIRM  (32  per- 
cent and  2V  percent,  respectively)  (Table  2).  Oral 
corticosteroid  use  in  the  year  prior  to  admission 
was  comparable;  however,  31  percent  of  the 
NJCIRM  group  received  daily  or  q.o.d.  ad- 
ministered versus  20  percent  for  the  AIDIARC 
group  (Table  1).  More  patients  from  NJCIRM 
were  taking  oral  corticosteroids  at  the  time  of  ad- 
mission (64  percent)  compared  to  20  percent  for 
AIDIARC  (Table  2).  This  may  reflect  in  part  the 
lag  time  of  admission  to  each  institution  in  rela- 
tion to  the  time  of  referral. 
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Pulmonary  Function  Testing 

Comparison  of  pulmonary  funct  ion  at  the  time 
of  admission  demonstrates  higher  FEVi  levels 
(112  percent)  for  patients  at  NJCIRM  compared 
to  83.3  percent  of  AIDIARC.  This  may  be 
reflected  in  the  higher  percentage  of  NJCIRM  pa- 
tients receiving  oral  corticosteroids  at  the  time 
of  admission.  Values  of  FEF25  75  were  higher  for 
AIDIARC  patients.  Measurement  of  hyperinfla- 
tion were  compai'able  for  the  two  centers  (Table  2). 

Length  and  Severity  of  Disease  (Table  1) 

Analysis  of  the  degree  of  prior  pulmonary  mor- 
bidity as  presented  by  NJCIRM  includes:  ( 1 ) the 
percentage  of  patients  with  asthma  symptoms 
longer  than  eight  years  (68  percent),  (2)  the 
percentage  of  patients  who  had  prior  long-term 
admission  for  rehabilitation  and  required  further 
care  (10  percent),  and  (3)  the  percentage  of  pa- 
tients with  respiratory  failure  (18  percent)  and 
seizures  associated  with  asthma  (17  percent) 
(Table  1). 

The  chronicity  and  severity  of  the  AIDIARC  pa- 
tients can  be  seen  as  the  mean  number  of  hospital 
days  for  asthma  of  all  patients  prior  to  asthma 
rehabilitation  (29.7  days).  Only  5 percent  of 
AIDIARC  patients  had  prior  episodes  of 
respiratory  failure  and  seizures  with  asthma. 
One  patient  required  further  care  following  a 
prior  one-year  rehabilitation  at  another  institu- 
tion and  was  admitted  to  the  AIDIARC  program. 
Seventy-seven  percent  of  AIDIARC  patients  were 
referred  by  either  allergists  or  pulmonologists, 
giving  an  indication  of  treatment  failure  as  an 
outpatient  under  the  care  of  a subspecialist 
before  admission  for  asthma  rehabilitation  was 
considered  (Table  1 ).  Data  reflecting  the  referral 
pattern  of  NJCIRM  was  not  presented. 

Prior  Hospitalization  and  Emergency  Care 

Table  3 compares  the  median  number  of 
hospital  days  and  emergency  care  visits  for  the 
year  prior  to  hospitalization.  The  NJCIRM  group 
had  a median  of  five  hospital  days,  1.5  emergen- 
cy room  visits  and  five  physician  office  visits.  It 
is  not  stated  in  the  article  whether  patients  seen 
in  the  physicians’  office  received  inhaled  or  in- 
jected Beta-2  agonists.  Prior  to  admission,  pa- 
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tients  seen  at  AIDIARC  had  a median  of  four 
hospital  days  and  four  emergency  care  visits  in 
which  patients  received  inhaled/injected  Beta-2 
agonists  either  in  the  emergency  room  or  the 
physician  office.  Patients  at  AIDIARC  had  a 
mean  3.18  corticosteroid  bursts  in  the  year  prior 
to  admission.  NJCIRM  does  not  report  steroid 
bursts. 

Demographic  Comparisons  (Table  1) 

Demographic  comparisons  reveal  that  patients 
at  NJCIRM  were  older,  predominately  Caucasian, 
and  94  percent  were  in  the  following  social 
classes:  business  professionals,  skilled  craftsman 
or  machine  operators,  or  clerical  workers.  Only 
6 percent  were  unskilled  laborers  or  menial 
service  workers.  Insurance  coverage  may  be  used 
to  characterize  the  AIDIARC  patients,  in  which 
39  percent  were  covered  by  Medicaid  or  had  no 
health  insurance. 

Psychosocial  Functioning 

Patients  and  their  families  were  assessed  in- 
dependently on  three  clinical  rating  scales:  the 
Children’s  Global  Assessment  Scale  (CGAS),  the 
Family  Global  Assessment  Scale  (FGAS)  and  the 
Achenbach  Child  Behavior  Checklist  (ACBCL), 
an  independent  rating  scale  completed  by  the 
parents.  These  three  rating  scales  were  ad- 
ministered both  at  the  time  of  admission  to  the 
program  and  again  at  follow-up.  Table  2 
demonstrates  comparable  admission  scores  on  all 
three  scales  for  patients  at  both  NJCIRM  and 
AIDIARC,  thus  reflecting  similar  patterns  of 
psychological  functioning  of  these  two  patient 
populations.  Comparing  admission  and  follow-up 
values  for  AIDIARC  patients,  there  was  an  in- 
crease in  scores  on  the  CGAS  and  FGAS 
assessments  demonstrating  improvement  in 
psychological  functioning  of  the  child  and  fami- 
ly respectively.  There  was  also  a reduction  in  the 
ACBCL  scores  at  follow-up  for  AIDIARC, 
demonstrating  improvement  in  parent  reported 
child  behaviors. 

The  length  of  stay  at  NJCIRM  (median  = 75 
days)  was  significantly  longer  than  at  AIDIARC 
(median  = 15  days)  (Table  3).  NJCIRM  reports  29 
percent  reduction  in  hospital  days,  45  percent 
reduction  in  emergency  room  visits,  and  42 
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percent  reduction  in  physician  office  visits  when 
comparing  the  year  prior  to  admission  to  the  year 
following  discharge  from  the  program.  Tables  3 
and  4 show  the  marked  reduction  at  AIDIARC  in 
hospital  days  (91  percent;  6.22  days/pt/yr  versus 

0.57  days/pt/yr)  and  emergency  care  visits  (81  per- 
cent; 4.44  visits/pt/yr  versus  0.83  visits/pt/yr).  At 
AIDIARC  there  was  also  a marked  reduction  in 
corticosteroid  burst  from  3.18  versus  1.95  pt/yr) 
and  improvement  in  FEVi  (83.3  percent  versus 
94.8  percent)  when  comparing  the  year  prior  to 
admission  to  the  year  post-AIDIARC.  A mean 
theophylline  of  11.0  mcg/ml  of  the  patients 
receiving  theophylline  reflects  compliance  with 
the  therapeutic  regimen.  It  would  appear  that  a 
family-centered  approach  provides  comprehen- 
sive care  to  the  child  with  severe  asthma  and  his 
or  her  family. 

Conclusions 

The  major  differences  in  the  AIDIARC  group 
compared  to  the  NJCIRM  group  would  be  the 
regional  versus  national  referral  pattern.  At 
AIDIARC,  the  families  must  participate  in  the 
inpatient  evaluation  and  treatment  plan  to  learn 
how  the  family  is  coping  with  the  illness  and  to 
facilitate  a self-management  plan  after  discharge 
that  would  permit  long-lasting  and  effective 
asthma  care.  The  other  advantage  of  the  short- 
term family  program  is  the  outpatient  follow-up 
in  which  the  AIDIARC  group  can  monitor  the  ef- 
fectiveness of  the  families  in  implementing 
specific  strategies  in  the  care  of  the  child  with 
asthma.  Drug  monitoring,  primarily  by  measur- 
ing theophylline  levels  and  total  eosinophil 
counts,  is  an  important  tool  to  determine  com- 
pliance with  theophylline  and  oral  corticosteroid 
medications  respectively. 

If  the  child  is  found  to  have  not  received  the 
prescribed  treatment  plan,  specific  behavioral 
strategies  can  be  put  in  place/implemented  to  cor- 
rect this  clinical  management  problem. For 
selected  patients  who  continue  to  be  ineffective 
in  carrying  out  the  medical  and  behavioral 
prescriptions  generated  as  an  inpatient,  family 
or  individual  psychotherapy  may  be  instituted  to 
control  or  reduce  pulmonary  symptoms,  com- 
plemented by  medical  management.  It  is  our  im- 
pression that  the  NJCIRM  would  like  to  be  able 
to  involve  the  family;  however,  because  of  the  dif- 


ficulties of  distance  and  families’  capability  to  re- 
main at  the  facility  for  an  extended  period  of  time 
(median  LOS=75  days  versus  median  LOS=15 
days  at  AIDIARC)  this  clinical  strategy  would  be 
difficult  to  implement.  By  requiring  the  family 
to  participate  in  the  inpatient  care,  the  AIDIARC 
is  limiting  the  relative  geographic  service  area 
to  a 150-mile  radius  from  the  Wilmington, 
Delaware,  facility. 

Current  Guidelines 

Current  guidelines  for  admission  include  one 
or  more  of  the  following  characteristics: 

1.  Three  or  more  hospitalizations  in  the  prior 
18  months  or  recent  intubation  with 
ventilatory  support; 

2.  Four  or  more  emergency  care  visits  in  one 
year; 

3.  Oral  corticosteroid  dependence  or  five  or 
more  steroid  “bursts”  per  year; 

4.  Repeated  noncompliance  with  treatment 
regiments  requiring  emergency  care; 

5.  Thirty  or  more  days  of  school  absence  or 
repeat  of  a grade  due  to  asthma-related 
absence;  or 

6.  Psychosocial  factors  directly  resulting  in 
emergency  care. 

Given  this  refractory  patient  population,  the 
success  from  the  inpatient  interventions  are 
primarily  based  on  the  following: 

1.  The  parents  see  their  child  performing 
physical  activity  with  good  lung  function 
and  without  wheezing  on  a medication 
regimen  free  of  side  effects  which  they  would 
be  willing  to  give  at  home  after  discharge. 

2.  The  family  is  better  educated  about  the  con- 
tributions of  atopy  and  the  impact  of  ex- 
posure tc  specific  allergens  and  irritants,  and 
the  necessity  for  environmental  restrictions. 

3.  The  child  experiences  physical  activity 
without  wheezing,  permitting  them  to  par- 
ticipate in  normal  child  activities  in- 
dependently or  less  dependent  on  their 
parents.  Concurrently  the  parents  are  more 
supportive  of  these  normalized  activities, 
reassured  by  both  the  reduction  in  symptoms 
and  the  increased  responsibility  of  the  child 
in  monitoring  his  airway  status. 
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4.  Because  of  enhanced  parental  recognition  of 
the  early  signs  of  asthma  attack  (peak  flow 
values,  specific  behaviors  of  the  child),  the 
family  can  follow  specific  attack  manage- 
ment plans  and  minimize  the  need  for 
emergency  care  and  subsequent 
hospitalization. 

5.  The  family  becomes  more  aware  of  their  con- 
cerns and  potential  solutions  to  family  prob- 
lems independent  of  asthma  in  the  child. 

Admission  to  the  inpatient  unit  provides  the 
parent  with  an  opportunity  to  observe  that, 
under  the  appropriate  caring  system,  their  child 
could  be  well  and  function  “normally.” 

In  summary,  short-term  family-centered 
hospitalization  for  severe  childhood  asthma  helps 
decrease  asthma  symptoms  in  two  ways.  Ap- 
propriate medication  and  testing  efficacy  of  the 
physical  training  promotes  optimal  lung  function 
and  performance.  The  short-term  stay  also  gives 
the  family  insight  into  how  it  has  been  stressed 
by  the  illness  and  how  it  can  better  adapt  to 
become  more  functional  in  managing  the  illness 
and  communicating  among  themselves.  Longer 
term  follow-up  data  collection  is  required  before 
the  significance  of  short-term  hospitalization  for 
childhood  asthma  can  be  fully  assessed. 
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As  a part  of  the  Delaware  Physicians 
Insurance  Purchasing  Group,  you  can  join 
other  physicians  who  are  associated  solely 
to  better  control  their  malpractice  insur- 
ance destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  under- 
writes, selects  defense  experts  and 
monitors  defense  counsel.  They  work 
together  to  make  liability  insurance  more 
manageable  through  the  use  of  a self- 
insured  retention  program. 

This  program  is  a partnership  with  St. 

Paul  Fire  and  Marine  Insurance  Company, 
America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  the  excess  insur- 
ance, we  share  the  risk. 


This  results  in  risk  bearing,  risk  sharing 
and  profit  sharing. 

The  Delaware  Physicians  Insurance 
Purchasing  Group  provides  coverage 
for  employees,  partnerships  and  corp- 
orations at  competitive  prices.  Excess 
insurance  up  to  $10,000,000  is  available. 
It  also  features  coordinated  underwrit- 
ing and  claim  management. 

For  more  information,  call  us  at 
(302)  654-6334. 


Delaware  Physicians 
Insurance  Purchasing  Group,  Inc. 

P.O.  Box  26220,  Wilmington,  DE  19899 
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The  University  of  Delaware/Jefferson  AAedical  College 
Medical  Scholars  Program: 

An  Approach  to  Educating  Physicians  for  Academic 
Leadership  and  Practice 


Robert  S.  Blacklow,  M.D. 
John  D.  Engel,  Ph.D. 

Culture  is  activity  of  thought,  and  receptiveness  to  beauty  and  humane  feeling.  Scraps  of  information  have 
nothing  to  do  with  it.  A merely  well-informed  [person]  is  the  most  useless  bore  on  God’s  earth.  What  we 
should  aim  at  producing  is  [a  person]  who  possesses  both  culture  and  expert  knowledge  in  some  special 
direction.  Their  expert  knowledge  will  give  them  the  ground  to  start  from,  and  their  culture  will  lead  them 
as  deep  as  philosophy  and  as  high  as  art. 

Alfred  North  Whitehead 


The  Context  for  a New  Initiative  in  Medical 
Education 

The  University  of  Delaware  (UD)  and  Jefferson 
Medical  College  (JMC)  of  Thomas  Jefferson 
University  in  Philadelphia  have  developed  a 
Medical  Scholars  Progi'am  (MSP)  to  educate  men 
and  women  to  meet  society’s  changing  health 
care  demands. 

The  broad  goals  of  the  joint  program  in  medical 
studies  are  to  educate  physicians  to  deal  with  the 
health  care  needs  of  the  present,  and  to  be 
prepared  intellectually  and  creatively  to  con- 
tribute to  the  health  care  practices  of  the  21st 
century.  The  primary  thrust  of  the  collaboration 
between  UD  and  JMC  is  to  develop  an  educa- 
tional program  which  (1)  integrates  the 
knowledge  from  liberal  arts  and  science  with  the 
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Medicine  College.  Philadelphia,  Pennsylvania. 
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Culture  and  of  Educational  Studies.  University  of  Delaware.  Newark.  Delaware. 
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practice  orientation  of  professional  studies,  and 
(2)  decreases  educational  barriers  among  college, 
medical  school  and  residency. 

The  progi’am  has  grown  out  of  the  general 
discontent  with  higher  education  in  the  United 
States  and  the  particular  concerns  with  the  cur- 
rent education  of  physicians.^ Several 
documents  critical  of  liberal  and  professional 
education  have  received  widespread  atten- 
tion.^'^ These  reports  suggest  a set  of  general 
recommendations  for  educational  improvement: 

1.  Create  interdisciplinary  linkages  as  a means 
to  minimize  discipline  insularity  and  fragmen- 
tation in  the  curriculum; 

2.  Broaden  the  students’  perspective  through 
approaches  such  as  cross-cultural  and  inter- 
disciplinary study  of  various  women’s  groups, 
ethnic  groups,  and  economically,  politically, 
and  medically  disadvantaged  groups;  and 

3.  Emphasize  trfgher  cognitive  abilities  sucb  as 
critical  thinking;  judgment,  problem  defini- 
tion, and  problem  solving;  communication 
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skills,  particularly  writing  and  listening;  and 
information  management  skills. 

Today,  educators,  political  leaders,  and  large 
segments  of  the  public  voice  substantial  agree- 
ment that  college  graduates  should  be  both  com- 
petent professionals  and  involved  and  committed 
citizens.  A new-found  sense  of  mutual  intellec- 
tual and  practical  benefit  is  now  being  associated 
with  integration  of  liberal  arts  and  professional 
studies  at  both  the  undergraduate  and  graduate 
levels.’® 

Moreover,  there  are  a number  of  factors  which 
provide  encouragement  for  substantive  change  in 
baccalaureate  and  medical  education.  At  a con- 
ceptual level,  there  is  evidence  of  a significant 
paradigm  shift  in  science  and  in  medicine.  Foss 
and  Rothenberg  have  argued  that  the  limitations 
of  classical  science  (classical  mechanics  and 
statistical  thermodynamics)  imposed  on 
biomedicine  are  beginning  to  give  way  to  a bio- 
human-information model.’®  George  Engel,  the 
first  advocate  of  a bio-psycho-social  model,  has 
said  about  the  work  of  Foss  and  Rothenberg: 
“...this  revolution  is  premised  on  the  post-modern 
scientific  and  philosophic  foundations  ascribable 
to  such  sciences  as  quantum  mechanics,  irrevers- 
ible thermodynamics,  and  information  theory.’® 
Essentially,  it  involves  a conceptual  shift  from  a 
totally  biological  systems  framework  adept  at 
dealing  with  challenges  posed  by  inadequate 
nutrition  and  infectious  diseases,  to  a self- 
organizing systems  framework  more  suited  to 
deal  with  the  prevalence  of  today’s  lifestyle- 
related  illnesses,  i.e.,  major  chronic  and 
degenerative  illnesses  as  well  as  other  health- 
related  conditions  (e.g.,  adolescent  pregnancy, 
abortion,  substance  abuse,  etc.).  Alvin  Tarlov,’® 
former  president  of  the  Henry  J.  Kaiser  Family 
Foundation,  has  echoed  these  sentiments  this 
way: 

Medicine  needs  a revised  conceptual  framework. 
Biologic  concepts  need  to  be  joined  with  concepts 
stemming  from  social,  economic,  governmental, 
and  cultural  phenomena.  Health  should  be 
understood  in  sociocultural  and  behavioral  as 
well  as  biological  terms  (p.  105) 

A limited  biotechnical  view  of  medicine  is  unat- 
tractive to  young  students  in  college  thinking  of 
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. their  futures  They  have  been  immersed  in  broad 
social  and  humanistic  studies  They  are  in- 
terested in  the  worth  of  societal  practices  They 
can  play  a role  in  improving  life’s  quality  both 
for  individuals  and  for  society  generally,  (p.106) 

At  the  practical  level,  current  health  workforce 
levels  and  projections  arid  economic  pressures  on 
health  costs  are  additional  factors  with  potential 
for  nurturing  educational  change.  The  interac- 
tion of  physician  [overjsupply  with  various  forms 
of  reimbursement  systems  has  provided  impetus 
for  change  in  practice  patterns  and  has  con- 
tributed to  various  determinants  of  health  care 
in  the  United  States.  This  situation  has  historical 
precedence  in  the  period  1880-1915,  when  the 
perception  of  physician  oversupply  and  inade- 
quate training  was  an  economic  stimulus  to 
educational  reform  of  that  period.^® 

Finally,  there  has  now  accumulated  a good  deal 
of  experience  with  the  only  two  substantive 
departures  from  the  organization  of  a traditional 
medical  school  curriculum  since  the  Hopkins 
model:  the  organ  systems  approach  in  basic 
sciences,  and  problem-based  learning  in  basic 
sciences  and  clinical  medicine.  The  organ  systems 
approach  was  developed  first  at  Case  Western 
Reserve  to  counteract  fragmentation  in  the  tradi- 
tional basic  science  curriculum  resulting  from 
each  basic  science  (anatomy,  physiology, 
biochemistry,  etc.)  being  taught  exclusively  from 
its  singular  perspective  independently  from  all 
others,  all  too  often  with  information  which  failed 
to  integrate  knowledge  across  the  various 
biological  and  physical  sciences.  The  organ 
systems  approach  provides  a way  of  organizing 
content  other  than  by  academic  discipline,  using 
a specific  organ  system  as  a focus  for  the  contribu- 
tions from  each  basic  science  to  knowledge  about 
that  system  and  its  relationship  to  clinical 
medicine.  Fragmentation  is  addressed  directly  by 
emphasizing  the  integrative  contribution  of  the 
various  basic  sciences  in  understanding  an  organ 
system. 

Problem-based  learning  approaches  are  intend- 
ed to  minimize  rote  memorization  of  the  large 
amounts  of  factual  information  characteristic  of 
the  traditional  medical  curriculum.  The  premise 
of  problem-based  approaches  is  that  the  crucial 
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behavior  students  ought  to  acquire  is  the  ability 
to  solve  problems.  Students  ought  to  learn  how 
to  determine  what  information  is  needed,  how  to 
acquire  that  information  and  how  to  evaluate  and 
apply  it  to  a given  problem.  Problems  may  deal 
with  any  aspect  of  health  care,  from  the 
molecular  to  the  societal  level.  In  these  ap- 
proaches, a faculty  member  is  a facilitator  of  the 
problem-solving  process,  functioning  as  a coach 
and  role  model.  As  with  the  organ  systems  ap- 
proach, problem-based  learning  attempts  to  in- 
tegrate the  knowledge  base  of  multiple 
disciplines.^^’^^  Particularly  notev/orthy  is  recent 
work  on  educating  a “reflective’'  practitioner.^® 
In  this  view  of  professional  expertise,  if  students 
are  to  learn  from  their  experiences,  the  ex- 
periences must  entail  both  analysis  and  action  so 
that  students  learn  the  connection  between  the 
two.  Students  must  deliberate  to  define  problems 
and  solutions;  they  must  act  on  their  delibera- 
tions; and  they  must  evaluate  their  actions  in 
light  of  their  original  formulations  of  the 
problem. 

However,  these  two  relatively  new  approaches 
to  medical  education  (the  organ  systems  ap- 
proach and  the  problem-based  learning  ap- 
proach) as  well  as  the  traditional  discipline 
oriented  education  all  neglect  the  longitudinal 
aspect  of  life-long  learning.  These  educational 
strategies,  limited  as  they  are  to  a portion  of  the 
medical  school  years,  are  not  reinforced  before 
medical  school  in  traditional  baccalaureate 
education  or  during  the  clinical  years  of  medical 
school  or  after  medical  school  during  residency 
training.  The  thrust  of  the  MSP  is  that  innovative 
educational  strategies  must  be  continually  utilized 
throughout  baccalaureate  education,  under- 
graduate medical  education,  and  residency 
training. 

The  Medical  Scholars  Program 

Utilizing  faculty  and  courses  at  UD  and  JMC, 
the  curriculum  includes  traditional  studies  in  the 
life  and  health  sciences,  as  well  as  courses  in  the 
humanities,  ethics,  social  sciences,  economics, 
political  science,  and  health  policy.  Group  discus- 
sion, problem-based  instruction,  hands-on 
science,  and  computer  and  video  disc  technology 
are  part  of  the  program.  At  the  undergraduate 
level,  students  will  concentrate  in  three  liberal 


arts  and  science  areas:  life  and  physical  sciences; 
humanities  and  social  sciences;  and  health  policy 
and  economics  Students  concentrating  in  one  of 
these  areas  will  have  the  option  of  completing 
graduate  work  in  Medical  Humanities  and  Social 
Sciences  or  an  M.D./Ph.D.  program  at  JMC 
followed  by  a residency  program  in  the  Thomas 
Jefferson  University  system  of  affiliated 
hospitals.  The  program  is  rwt  the  only  premedical 
pathway  for  Delaware  students,  but  a broadly 
based  educational  experience  integrating  science 
and  humanities  for  people  expected  to  become 
physician-scholars  and  medical  leaders  of  the 
21st  century. 

The  characteristics  of  the  MSP  reflect  the 
recommendations  found  in  the  critical  reviews 
noted  above  and  our  collective  experience  in 
liberal  and  professional  education.  The  objectives 
of  the  program  are  to: 

1.  Develop  a cadre  of  faculty  from  both  institu- 
tions who  are  committed  to  broad-based  and 
interdisciplinary  education  which  integrates 
liberal  arts  and  science  with  professional 
education  from  baccalaureate  through 
residency  years. 

2.  Structure  curriculum  opportunities  which 
appropriately  utilize  multiple  learning 
strategies,  including  small-group  teaching 
and  a problem-based  instructional  strategy 
for  classroom  experiences  and  for  practicum 
work  in  local  health  care  settings  (i.e.. 
Medical  Center  of  Delaware,  A. I.  duPont  In- 
stitute, and  the  Delaware  Division  of  Public 
Health). 

3.  Bridge  the  gap  between  medical  school  and 
residency  training  by  focusing  and  enriching 
the  last  year  of  medical  school  with  the  op- 
tion of  coursework  and  research  leading  to  a 
graduate  degree  in  a basic  science,  or  health 
policy,  or  medical  humanities  and  social 
science. 

4.  Focus  educational  and  evaluation  activities 
on  the  development  of  a group  of  important 
student  outcomes: 

(a)  Competence  in  critical  thinking  and 
problem  solving  along  with  an 
understanding  of  the  character  of 
uncertainty  in  knowledge  generation  and 
application  (e.g.  medical  decision  making 
and  judgment); 


Del  Med  Jrl,  May  1991-Vol.  63,  No.  5 


305 


Special  Report  - Blacklow 


(b)  Communication  skills  (verbal,  written, 
listening)  for  effective  patient  care  and  for 
productive  relationships  with  other 
health  professionals  (particularly 
physician-nurse  relationships),  and 
members  of  the  person’s  community; 

(c)  A broad  understanding  of  self  and  of  the 
physician’s  role  in  society; 

(d)  Sensitivity  to  the  moral  issues  that  affect 
interactions  with  patients,  other  health 
professionals  and  society  at  large; 

(e)  An  understanding  of  the  changing  nature 
of  the  health  care  system  in  social, 
cultural,  political,  and  economic  terms; 

(f)  Scientific  knowledge  and  technical  com- 
petence to  practice  primary  care 
medicine,  including  development  and  use 
of  computer  literacy  skills  to  effectively 
create  and  manage  medical  information 
data  bases; 

(g)  Scholarly  concern  for  increasing 
knowledge  through  conduct  of  inter- 
disciplinary research  on  problems  of 
theory  and  practice. 

It  is  our  contention  that  cooperative  and  col- 
laborative ventures  focused  on  these  program  ob- 
jectives will  reinforce  and  integrate  liberal  arts, 
science  and  professional  studies  across  both  in- 
stitutions, minimizing  unnecessary  redundancy 
in  course  content  at  the  baccalaureate  and 
medical  school  levels. 

Program  Status 

After  joint  planning  over  a three-year  period  by 
more  than  40  senior  members  of  both  faculties, 
the  program  has  begun,  with  the  first  par- 
ticipants currently  enrolled  as  UD  freshmen 
(class  of  1974).  Approximately  30  students  have 
been  admitted  to  an  “interest  group.”  The  criteria 
for  admission  to  the  interest  group  include  above- 
average  SAT  scores  and  a strong  high  school 
academic  record  in  both  science  and  nonscience 
courses. 

The  function  of  this  interest  group  is  to  provide 
students  with  first-hand  knowledge  about  the 
practice  of  medicine  and  the  process  of  medical 
education.  This  information  will  allow  students 
to  make  a well-informed  decision  about  pursuing 
a career  in  medicine.  It  is  anticipated  that  be- 
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tween  40  and  60  percent  of  the  interest  group  will 
make  formal  application  to  the  MSP  not  earlier 
than  the  second-half  of  their  sophomore  year. 
Criteria  for  admission  to  and  continuance  in  the 
MSP  include:  a minimum  grade  point  index  of 
3.25  in  both  science  and  nonscience  courses.  Also, 
MSP  students  will  be  required  to  take  the 
Medical  College  Admissions  Test  (MCAT)  and 
perform  at  levels  commensurate  with  other 
matriculants  at  JMC.  A subcommittee  of  the 
JMC  Committee  on  Admissions  will  accept 
students  for  admission  into  the  program  while  at 
UD  and,  along  with  the  program  director,  will 
monitor  their  progress  and  suitability  for 
matriculation  at  JMC. 

Finally,  it  should  be  noted  that  students  may 
elect  to  discontinue  the  program  and  transfer  in- 
to another  baccalaureate  program  at  UD.  The 
MSP  is  structured  in  such  a way  that  courses  will 
easily  transfer  to  a large  number  of  science  and 
nonscience  majors. 

The  Medical  Scholars  Program  and  Health  Care  in 
Delaware 

For  many  years,  JMC  of  Thomas  Jefferson 
University  and  UD  have  worked  closely  to 
strengthen  medical  education  and  health  care  in 
the  state  of  Delaware.  For  example,  as  the  official 
medical  school  for  the  state  of  Delaware  since 
1970,  with  the  support  of  the  DIMER  program, 
JMC  has  in  training  at  any  one  time  up  to  80 
medical  students  from  the  state  of  Delaware.  The 
total  number  supported  through  DIMER  since 
1970  is  over  250. 

In  addition,  every  year  dozens  of  Jefferson 
medical  residents  train  at  the  Medical  Center  of 
Delaware  (MCD),  the  Wilmington  Veterans  Ad- 
ministration Medical  Center  (VAMC)  and  Alfred 
I.  duPont  Institute  (AIDI).  Several  hundred  Jef- 
ferson medical  students  do  clinical  rotations  at 
MCD,  VAMC  and  the  Delaware  State  Hospital. 
Many  choose  to  practice  in  Delaware.  JMC 
gi’aduates,  in  fact,  make  up  18  percent  of  the 
MCD  staff  and  17.5  percent  of  all  board-certified 
specialists  in  the  state.  In  addition,  JMC  awards 
or  cosponsors  CME  credit  for  the  vast  majority  of 
Delaware’s  CME  programs  throughout  the  state. 
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Now  an  important  new  cooperative  education 
venture,  the  Medical  Scholars  Program,  has 
begun.  It  will  dramatically  enrich  the  Jeffer- 
son/Delaware ties  and  influence  the  way 
medicine  is  viewed  and  practiced  not  only  in 
Delaware,  but  throughout  the  nation.  Our  first 
students  will  not  graduate  from  JMC  until  1998, 
and  not  be  certified  to  practice  until  the  21st  cen- 
tury. This  11-year  program  will  ensure  that  there 
is  a cadre  of  physicians  in  Delaware  educated  in 
the  broad  issues  of  medicine  with  the  insight  and 
experience  needed  to  identify  and  deal  with 
critical  health  care  issues  in  the  new  century. 
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SPECIAL  REPORT 


Rising  Health  Care  Costs:  Telling  the  Truth ! 


Timothy  B.  Norbeck 


Those  of  us  who  labor  with  and  for  physicians 
are  constantly  reminded  of  a quote  from  Goethe, 
the  German  poet  and  writer,  who  said:  “The 
truth  requires  constant  repetition,  because  error 
is  being  preached  about  us  all  the  time.”  Rising 
health  care  costs  have  become  a fact  of  life  to  all 
Americans,  and  a particular  concern  to  the  cor- 
porate and  governmental  third-party  payers  who 
foot  most  of  the  bill  for  us.  Understandably,  in 
their  search  for  scapegoats,  various  politicians, 
bureaucrats,  and  corporate  critics  point  to  these 
increases  to  denigrate  the  entire  health  care 
system  in  general,  and  physicians  in  particular. 

But  the  facts  point  instead  to  some  very  natural 
and  predictable  phenomena,  such  as  an  aging 
society,  increasing  access  to  care,  effective  but 
costly  new  technology,  inflation,  and  an  increas- 
ing utilization  of  services  by  people  whose  pen- 
chant for  self-abusive  lifestyles  is  well 
documented.  To  harass  the  medical  profession  for 
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such  costs  is  populai,  but  serves  only  to  further 
delay  addressing  the  true  roots  of  the  problem. 

The  Medicare  program  was  passed  by  the  Con- 
gress in  1965  and  first  took  effect  in  1966, 
primarily  for  the  purpose  of  providing  universal 
access  to  health  care  services  for  our  elderly.  Of 
course,  as  is  usual  for  any  government  program, 
actual  costs  far  exceeded  original  cost  estimates. 
In  1966,  the  federal  soothsayers  predicted  that 
the  1990  cost  of  the  program  would  be  $8.8 
billion.  The  actual  figure  is  going  to  be  some  $95 
billion. 

The  fact  is,  if  a health  care  program  serving 
elderly  people  is  really  effective,  they  will  survive 
and  continue  to  get  older  and  frailer  over  the 
years.  Financial  outlays  will  always  rise  as  more 
and  more  of  them  continue  to  access  increasing 
amounts  and  levels  of  effective  health  services. 
Instead  of  acknowledging  this  fact  of  life,  some 
public  servants  in  Washington  prefer  to  blame 
the  increasing  expenditures  on  physicians.  And 
unfortunately,  as  Eugene  McCarthy  once  sug- 
gested: “Anything  repeated  three  times  in 
Washington  becomes  fact.” 
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A myriad  of  regulations  and  fee  controls  have 
been  imposed  on  physicians,  but  they  continue  to 
be  singled  out  for  blame,  even  when  their  fees  re- 
main frozen  in  place.  A look  at  Medicare  statistics 
clearly  shows  that  physicians  are  not  to  blame  for 
the  increased  costs  of  the  progi'am.  The  truth,  and 
it  has  been  confirmed  by  HCFA  and  the  Ti’easury 
Department,  is  that  the  rate  of  growth  in 
Medicare  Part  B expenditures  for  physicians’  ser- 
vices has  been  declining  substantially  in  the  past 
few  years  and  has  increased  by  only  5.4  percent 
between  1987  and  1988. 

The  Good  News 

Of  course  overall  Medicare  costs  have  indeed 
escalated.  There  are  approximately  500,000  new 
enrollees  added  every  year,  and  the  percentage  of 
those  who  seek  care  has  risen  28  percent  over  the 
past  10  years.  In  addition,  the  overall  number  of 
visits  to  physicians  by  those  65  and  over  has  in- 
creased 17  percent  from  1983  to  1987.  Also,  our 
85-and-over,  frail  elderly  population  has  expand- 
ed by  almost  one  million  in  the  past  nine  years, 
and  the  trend  continues.  This  is  good  news,  not 
bad,  and  truly  a tribute  to  the  quality  of  their 
medical  care.  However,  it  also  means  that  they 
will  continue  to  access  increasing  levels  of  cost- 
ly health  services  into  their  90’s  and  beyond. 

When  asked  recently  by  a newsman  what 
things  were  like  in  her  day,  a pert  octogenarian 
snapped:  “My  dear  boy,  this  is  my  day!”  And  well 
it  is;  thanks  to  excellent  medical  care  and  new 
technology,  the  85-and-over  group  is  the  fastest 
gi'owing  segment  of  our  population  - expected  to 
reach  five  million  from  its  present  2.9  million  in 
just  11  years  from  now.  It  should  not  surprise  or 
disappoint  us  to  note  that  our  elderly  account  for 
approximately  36  percent  of  our  health  care  costs 
despite  comprising  only  12  percent  of  our  popula- 
tion. And  these  numbers  will  keep  growing  even 
if  inflation  were  to  stop  dead.  For  the  first  time, 
the  average  American  has  more  living  parents 
than  children!  Four-generation  families  are  now 
the  norm,  not  the  exception. 

In  spite  of  these  successes  in  longevity,  captious 
critics  continue  to  repeat  the  time-worn  and 
patently  unfair  indictment  of  America’s  medical 
care  system  because  the  U.S.  “ranks  16th  in  the 
world  in  life  expectancy  and  17th  in  infant  mor- 
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tality.”  Such  harping  betrays  either  ignorance  or 
ill  will,  and  is  wearing  very  thin.  For  a huge, 
heterogeneous,  open  and  free  society,  such  a rank 
is  not  surprising,  considering  the  many  developed 
nations  in  the  world,  especially  those  with 
smaller,  homogeneous,  and  controlled  popula- 
tions. The  tragedy  of  infant  mortality  has  a lot 
more  to  do  with  the  reporting  mechanisms  utilized, 
an  inordinate  number  of  teen  pregnancies,  in- 
tractable poverty;  drug  and  alcohol  abuse  during 
pregnancy,  and  failure  to  seek  (or  to  accept)  even 
free  prenatal  care,  than  it  does  with  the  efficacy 
of  our  medical  care  system. 

These  same  critics  promote  their  own  agenda 
by  gratuitously  claiming  that  there  is  no 
demonstrably  superior  standard  of  care  in  this 
country  - as  compared  to  others.  If  this  is  so, 
perhaps  they  ought  to  explain  why  foreign  pa- 
tients travel  to  the  U.S.  from  all  over  the  world  for 
our  prompt,  quality,  high-tech  medical  care.  The 
traffic  is  not  moving  in  the  opposite  direction!  As 
comedian  Jack  Paar  once  put  it,  ''Immigration  is 
the  sincerest  form  of  flattery.” 

The  American  Lifestyle  Has  a High  Price 

Despite  the  world’s  best  and  most  accessible 
medical  technology,  U.S.  life  expectancy  is  indeed 
below  some  other  countries,  but  the  chief  culprit 
is  our  lifestyle.  We  enjoy  the  most  affluent  and 
self-abusive  lifestyle  in  the  world,  and  so  we  have 
the  medical  costs  to  prove  it!  There  is  something 
to  the  Japanese  proverb  that  “gopd  medicine 
always  has  a bitter  taste.”  Maybe  that’s  why  the 
stoic  Japanese  lead  the  world  in  longevity. 

And  speaking  of  lifestyle,  that  most  important 
ingredient  in  rising  health  care  costs,  the 
numbers  are  shocking.  Starting  with  our 
children,  the  President’s  Council  on  Physical 
Fitness  and  Sports  reports  that  in  its  tests  of 
children  from  ages  five  to  eight,  40  percent 
already  showed  risk  of  heart  disease.  Of  some  400 
teenagers  who  took  a basic  fitness  test  in  the  Na- 
tional Children  and  Youth  Fitness  Study,  only  36 
percent  could  pass.  A Chrysler  Fund/AAU 
Physical  Fitness  program  director  concluded  that 
American  children  are  becoming  more  sedentary 
and  are  suffering  from  such  lifestyles.  The 
Centers  for  Disease  Control  report  that  the  pro- 
portion of  adults  aged  18  to  65  participating  three 
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times  a week  in  vigorous,  20-minute  exercise 
should  be  60  percent  instead  of  the  present  8 
percent. 

The  Senate  Select  Committee  on  Nutrition  and 
Human  Needs  reported  that  six  of  the  10  leading 
causes  of  death  in  the  United  States  are  linked 
to  diet.  “Americans,”  the  committee  concluded, 
“are  risking  their  health  by  eating  too  much  fat, 
sugar,  cholesterol,  and  salt,  and  not  enough  fruit, 
vegetables  and  grain  products.”  In  a study  of 
Virginia  National  Guardsmen  over  40  years  old, 
only  29  percent  of  the  participants  passed  the 
first  phase  of  basic  cholesterol,  blood  and  other 
tests.  Before  the  Army  could  complete  treadmill 
stress  testing,  two  Guardsmen  died  during  the  ex- 
ercise. The  Medical  Director  exclaimed  in  horror, 
“These  were  combat  units!” 

Perhaps  the  most  recent  victim  of  our  lifestyle 
is  the  late  former  Yale  President  and  Baseball 
Commissioner  Bart  Giamatti.  An  immensely 
likable  and  brilliant  man,  he  had  spoken  with 
talk  show  host  Larry  King  one  year  before  his 
death.  Giamatti  told  him  that  he  had  never  real- 
ly tried  seriously  to  stop  smoking.  “My  father  had 


heart  problems,”  he  said,  “so  I should  be  think- 
ing of  it.  I suppose  I’ll  give  it  a try  but  I wouldn’t 
bet  on  it.  You  know,  Larry,  smart  people  do  dumb 
things.”  What  a tragedy,  since  smoking  probably 
contributed  to  his  premature  death. 

Robert  Blank,  author  of  Rationing  Medicine, 
says  that  approximately  80  percent  of  illnesses 
are  linked  to  individual  behavior  - smoking, 
alcohol,  illicit  drug  use,  poor  diet,  obesity,  sexual 
promiscuity,  and  other  high-risk  activities.  “Fur- 
thermore, he  says  “4  percent  of  the  people  in  the 
United  States  account  for  55  percent  of  all 
hospital  costs.”  But  government  has  paid  little 
heed  to  the  wise  adage,  “an  ounce  of  prevention 
is  worth  a pound  of  cure.”  In  fact,  we  spend  less 
than  one  percent  of  our  health  bill  on  health 
education  and  promotion  - despite  an  obvious 
crying  need  for  it.  As  Emerson  once  noted,  “The 
government  has  been  a fossil;  it  should  be  a 
plant.” 

Real  Solutions  Do  Make  a Difference 

What  effect  does  this  have  on  rising  health  care 
costs?  In  truth,  plenty!  Worried  about  the  Del 
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skyrocketing  cost  of  premature  births,  Sunbeam 
Corporation  started  a mandatory  prenatal  course 
that  has  slashed  the  average  cost  per  baby  by 
nearly  90  percent.  Quaker  cut  its  employees’ 
hospital  costs  by  58  percent  with  health  educa- 
tion and  a fitness  program.  Johnson  and  Johnson 
reported  that  after  25  percent  of  its  employees 
had  stopped  smoking,  hospital  costs  plummeted 
35  percent  and  absenteeism  was  reduced  by  20 
percent.  Chrysler  found  3.4  percent  of  its 
employees  using  43.5  percent  of  the  company’s 
hospital  payments.  The  high-cost  cases  often  in- 
volved lifestyle-related  diseases  that  were 
preventable. 

As  demonstrated  above,  companies  will  save  far 
more  in  health  care  costs  by  following  those  ex- 
amples than  by  railing  against  physicians  for 
utilization  or  by  arguing  over  second  opinions. 
The  Kimberly  Clark  Corporation  created  a 
wellness  program  that  includes  fitness  facilities 
and  confidential  counseling  for  substance  abuse. 
Not  so  coincidentally,  this  company’s  per- 
employee  health  costs  are  about  half  the  national 
average  for  workers  in  the  paper  industry.  “Cure 
people’s  ills,’  goes  an  old  Chinese  saying,  “and 
make  them  healthy  for  a day;  teach  them  to  stay 
well,  and  make  them  healthy  for  a lifetime” 

To  Life! 

Despite  our  sloppy  personal  habits  and  self- 
destructive lifestyles,  Americans  possess  a fierce 
desire  to  live  as  long  as  possible  - and  may  the 
costs  be  damned!  A recent  Louis  Harris  poll  in- 
dicated that  71  percent  of  respondents  opposed 
letting  insurers  set  any  financial  limit  on  lifesav- 
ing medical  treatments.  A survey  of  intensive- 
care  unit  patients  in  a Chicago  University 
hospital  showed  that  a surprising  number  - some 
70  percent  of  them  - were  100  percent  willing  to 
undergo  intensive-care  treatment  again, 
regardless  of  the  cost  and  trauma,  in  order  to 
achieve  even  one  more  month  of  survival.  Only 
8 percent  were  completely  unwilling  to  undergo 
such  care  to  achieve  any  prolongation  of  life. 

This  “lust  for  life,”  understandable  as  it  may  be, 
translates  into  further  strain  on  our  health  care 
funding  resources.  Perhaps  that  partially  ex- 
plains why  25  to  35  percent  of  Medicare  expen- 
ditures go  to  that  5 or  6 percent  of  enrollees  who 
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will  die  within  a year.  A PBS  documentary  even 
suggested  that  up  to  $50  billion  is  spent  in  this 
way. 

Perhaps  one  of  the  most  remarkable  statistics 
to  emerge  of  late  was  reported  recently  in 
Business  Week  magazine.  The  article  mentioned 
that  on  average,  85  percent  of  an  individual’s 
health-care  expenses  occur  in  the  last  two  years 
of  life.  Physicians  have  very  little  control  over 
such  expenses.  But  living  wills,  medical-legal 
ethics  committees,  and  our  courts  and 
legislatures  will  be  dealing  with  this  issue  for  a 
long  time  to  come.  Another  Harris  survey  asked 
Americans  how  much  they  would  spend  on  new 
medical  technology  to  save  a life.  The  survey  peo- 
ple quit  asking  at  $1  million  because  the 
respondents  could  not  define  an  outer  limit. 
Clearly  the  American  people  want  moie  money 
spent  on  their  health  care,  not  less. 

And  how  good  is  that  expensive  technology 
which  bureaucrats  are  so  quick  to  criticize? 
(Unless,  of  course,  they  or  their  families  are  in 
need  of  it.)  Writing  in  the  1700s,  Voltaire  once 
said  cynically  that  “the  role  of  the  doctor  is  to 
amuse  the  patient  until  nature  effects  a cure  or 
does  not.”  How  times  have  changed!  How  many 
would-be  victims  of  dread  disease  or  trauma  are 
walking  around  today  as  productive,  happy,  tax- 
paying  Americans  who  a decade  ago  would  have 
been  only  names  on  a tombstone! 

Today’s  physicians  can  operate  on  pancreatic 
and  colon  cancers  which  20  years  ago  often  could 
not  even  be  diagnosed  in  time.  Tremendous 
strides  have  been  made  in  burn  therapy.  In  the 
past,  people  with  burns  on  35  percent  of  their 
bodies  had  only  a 50-50  chance  of  survival.  Today 
patients  covered  with  burns  on  60  percent  of  their 
bodies  have  the  same  chance  or  better  to  survive, 
thanks  to  the  high-cost  technology  waiting  for 
th(  m. 

Some  may  recall  the  story  in  an  April  New  York 
Times  article  about  a New  Jersey  woman  who 
received  seven  new  artificial  joints:  two 
shoulders,  two  hips,  two  knees,  and  one  ankle. 
Two  years  ago  this  real-life  bionic  woman  danced 
at  her  daughter’s  wedding.  In  1987,  556,000 
shoulder,  elbow,  wrist,  hip,  knee,  ankle,  foot,  toe 
and  finger  joints  were  replaced  in  the  United 
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States,  according  to  the  National  Center  for 
Health  Statistics.  The  cost?  - well  worth  it  to  the 
recipients  and  their  families,  but  probably  unac- 
ceptable to  the  government  and  corporate  ra- 
tioners  who  would  rather  lower  our  coverage  and 
access  to  last  year’s  lowest  common  denominator 
than  permit  open  competition  to  bring  about 
tomorrow’s  medical  wonders.  Maybe  that  is  why 
there  are  said  to  be  more  MRI  scanners  in  the  city 
of  Chicago  than  in  the  entire  socialized  health 
care  system  of  Canada. 

Today  more  than  80  percent  of  newborn  babies 
weighing  from  1 .2  to  2.2  pounds  survive.  Just  15 
years  ago,  70  percent  of  them  died.  But  despite 
the  new  technology  for  saving  lives  and  improv- 
ing the  quality  of  life,  and  despite  physicians  who 
are  better  trained  and  more  skilled  than  ever 
before,  costly  medical  malpractice  suits  still  con- 
tinue to  proliferate.  And  the  fear  of  these  suits 
itself  costs  the  system  another  $30  billion  a year 
in  “defensive  medicine’’  costs.  Part  of  this  prob- 
lem undoubtedly  is  the  result  of  a public  which 
has  come  to  believe  that  medicine  can  - and 
should  - be  able  to  accomplish  anything.  Accord- 
ing to  philosopher  Leonard  Peikoff,  today’s 
standard,  in  effect,  demands  of  the  doctor  not 
responsible  care,  but  omniscience  and  omnipotenca 

As  Robert  Samuelson  has  noted,  “high 
technology  medicine  is  both  the  glory  and  the 
curse  of  our  health  care  system.’’  Perhaps  this 
paradox  is  explained  by  George  Bernard  Shaw’s 
words;  “We  have  not  lost  faith,  but  have 
transferred  it  from  God  to  the  medical  pro- 
fession.” Flattering  though  that  may  be  to 
physicians,  the  responsibility  is  too  great;  that 
faith  is  too  short-lived;  and  unlike  God, 
physicians  are  not  immune  to  prosecution. 

How  Much  Good  Health  Is  too  Much? 

So  how  much  is  too  much  to  spend  for  good 
health  - particularly  for  a people  clearly 
negligent  in  caring  for  themselves?  Is  1 1 percent 
of  our  Gross  National  Product  too  much,  or  too  lit- 
tle? When  asked  if  spending  15  percent  on  health 
care  and  less  on  other  things  would  be  too  much 
or  not,  61  percent  of  the  respondents  in  a national 
poll  said  that  15  percent  was  not  too  much;  only 
28  percent  thought  it  was  too  much,  and  11  per- 
cent were  unsure.  This  attitude  echoes  that  of 
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former  British  Prime  Minister  Benjamin 
Disraeli,  who  expressed  it  better  than  any  politi- 
cian, past  or  present:  “If  the  health  of  the  people 
is  really  the  foundation  upon  which  all  their  hap- 
piness and  powers  as  a state  depend,  how  much 
is  too  much?” 

Inflation,  of  course,  has  had  its  effect  on  health 
care  as  it  has  on  every  other  commodity.  The  pur- 
chasing power  of  a 1986  dollar  was  only  22  cents 
when  compared  with  its  1950  counterpart.  If 
nothing  else  had  changed,  health  care  costs 
would  have  risen  almost  five  times  between  those 
years  because  of  inflation  alone.  For  some,  access 
may  have  become  too  easy.  Former  White  House 
adviser  William  Roper  maintains  that  most 
employer  health  plans  encourage  excessive  use 
of  medical  services  by  providing  first-dollar  or 
nearly  first-dollar  coverage.  This  insulates 
employees  from  the  full  impact  of  rising  costs  and 
leaves  them  unconcerned  about  using  services 
economically. 

Physicians’  fees,  a favorite  target  of  the  critics, 
will  only  increase  by  5 percent  during  1989  and 
will  not,  for  the  seventh  time  in  10  years,  even 
keep  pace  with  the  cost  of  living  increases.  Accor- 
ding to  Medical  Economics,  median  practice  net 
income  was  up  just  1.2  percent  in  1988,  while  in- 
flation rose  4.4  percent.  And  it  should  be  noted 
that  physicians’  services  account  for  about  20  per- 
cent of  all  health  care  expenditures,  a percentage 
which  has  remained  unchanged  since  1950. 

Once  referred  to  as  the  “flowers  of  our  civiliza- 
tion” by  Robert  Louis  Stevenson,  physicians  now 
resemble  Ambrose  Bierce’s  picture  of  a doctor  as 
“one  upon  whom  we  set  our  hopes  when  ill,  and 
our  dogs  when  well.”  This  abuse  is  being  heaped 
upon  physicians  not  only  in  the  media,  but  also 
in  government,  corporate  suites,  and  union  halls. 
Those  third  parties  who  pay  for  rising  health  care 
costs  are  unimpressed  that  their  money  is  buy- 
ing more  access,  more  good  health,  and  longer  life 
than  ever  before.  Their  agenda  begins  and  ends 
at  their  own  bottom  line. 

Inevitably  the  results  of  our  societal  ills  and  ir- 
responsible lifestyles  are  increasingly  costly.  In 
the  name  of  fairness,  still  an  American  virtue, 
blaming  physicians  for  these  rising  costs  is  akin 
to  blaming  the  police  for  more  crime.  But  fairness 
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itself,  alas,  is  fast  disappearing  from  press  and 
podium.  This  unjustified  glooming  of  American 
medicine  goes  on,  and  undermines  the  morale  of 
practitioners  who  are  giving  their  patients  --  us 
--  medical  care  that  is  the  envy  of  the  world.  The 
commercial  media,  with  its  own  agenda,  has 
allowed  politicians  to  overlook  unpopular 
realities  and  crassly  lay  the  blame  for  increased 
medical  costs  at  the  feet  of  physicians,  who  must, 
as  ever,  play  the  role  of  Sophocles’  proverbial 
“messenger  who  brings  bad  news.” 

There  is  no  question  but  that  our  total  health 
costs  are  higher  than  they  have  to  be,  and  they 
will  continue  to  be  incredible.  But  why  dump  on 
doctors,  when  the  real  reasons  are  so  obvious?  It 
is  not  the  health  care  that  is  unnecessary,  but 
much  of  the  ilhiess  that  is  unnecessary,  and  in- 
deed preventable,  given  sufficient  public  and 
private  motivation. 

What  else  could  anyone  expect  in  America  but 
rapidly  rising  health-care  costs,  with  three 
million  desperate  drug  abusers  now  at  large  on 
the  streets  of  our  cities  and  towns?  Eighteen 
million  alcohol  abusers  are  loose  on  our  highways 
and  turnpikes.  Fifty-five  million  tobacco  abusers 
are  suicidally  causing  1,000  costly,  painful 
deaths  each  day.  And  nearly  one  million  new 
cases  of  venereal  disease  are  adding  to  our  socie- 
ty’s existing  burden  every  year.  But  that  is  not 
all.  Waiting  in  the  wings  are  growing  crises  in 
long-term  care,  homelessness,  Alzheimer’s 
disease,  the  uninsured  and  underinsured  “work- 
ing poor”  and  the  burgeoning  tragedy  of  a million 
or  more  men,  women,  and  babies  infected  with 
the  AIDS  virus. 

Prevent  Illness  --  Not  Health  Care! 

The  Northwestern  National  Life  Insurance 
Company  has  issued  a study  analyzing  the 
healthiness  of  the  population  in  each  of  the 
states.  The  state  with  the  highest  health  rank- 
ing was  Utah.  It  led  the  nation  in  the  lowest 
overall  disease-factor  ranking  and  had  the  lowest 
incidence  of  cancer  and  the  second  lowest  in- 
cidence of  coronary  heart  disease  and  mortality. 
And  guess  what  else  Utah’s  populations  was 
lowest  in.  Surprise!  Utah  had  the  lowest 
prevalence  of  smoking  and  of  alcohol  consump- 
tion and  ranked  second  in  physical  exercise.  Isn’t 
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this  just  what  physicians  have  been  saying  all 
along? 

“Facts  don’t  cease  to  exist  just  because  they  are 
ignored,”  Huxley  observed.  Instead  of  obstructing 
care  givers,  our  government,  business  and  in- 
surance sectors  must  greatly  expand  their  role  in 
health  promotion  and  education,  in  preventing 
unhealthy  lifestyles,  in  alleviating  poverty,  and 
in  assuring  medical  coverage  for  the  uninsured. 
For  too  long,  those  in  public  service  have  not 
wished  to  risk  offending  voters  by  telling  them 
the  simple  truth:  that  we  ourselves  and  our 
destructive  lifestyles  are  the  problem.  It  has  been 
far  easier  instead  to  rail  against  physicians  and 
hospitals  for  rising  health  care  costs. 

Who  will  step  forward  and  have  the  courage  to 
say  that  we  must  either  shape  up  and  be  prepared 
to  expend  more  for  the  damage  already  done,  or 
pay  the  piper  in  the  form  of  rationing  the  quan- 
tity and  lessening  the  quality  of  our  health  care? 
Who  will  acknowledge  that  the  public’s  desire  for 
more  rather  than  less  health  care  is  a legitimate 
and  praiseworthy  goal  for  an  affluent  and 
generous  and  peace-loving  people,  as  long  as  no 
one  is  left  out?  All  citizens  should  enjoy  such  a 
benefit  without  partiality. 

But  there  are  the  “working  poor”  whose 
employers  provide  no  coverage,  and  the  needy 
persons  in  many  states  where  Medicaid  covers  on- 
ly a fraction  of  those  in  poverty.  They  are  not  en- 
tirely left  out,  but  at  present  when  they  access  the 
system  (often  too  late  and  too  little),  the  cost  of 
their  care  is  “absorbed,”  that  is,  shifted  to  private 
patients  and  their  third-party  payers.  But  the  lag 
in  diagnosis  and  treatment  results  in  greater  in- 
tensity and  mortality  than  their  more  affluent 
compatriots  experience  from  the  same  diseases. 
Adequate  coverage  of  their  own  would  encourage 
more  prompt  and  cost-effective  access,  as  well  as 
more  favorable  outcomes. 

Telling  the  Truth 

Who  will  finally  tell  the  truth  to  Americans? 
The  truth  is  that  our  health-care  system  is  a 
huge,  wholesome,  vibrant,  and  very  high-tech  sec- 
tor of  our  economy.  It  employs  8.  5 million  com- 
passionate Americans  at  every  skill  level  and  in 
every  city,  town,  and  hamlet.  It  is  a magnificent 
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American  success  story  and  the  envy  of  the  world. 
And  it  is  capable  of  even  greater  successes;  no  one 
has  to  be  left  out. 

Yes,  it  is  also  true  that  our  health-care  costs  are 
approaching  12  percent  of  our  GNP,  and  worth 
every  dollar.  All  of  us  without  exception  will 
benefit  from  it  more  and  more  as  time  goes  on. 
That  is  why  it  is  so  important  that  this  pluralistic 
system  be  preserved  and  protected  from  those  in 
government  and  business  who  would  gut  our 
hospitals  and  medical  centers  and  undermine  our 
physician-patient  relationships.  Indeed,  what 
other  sectors  of  the  economy  have  been  more 
deserving  of  public  and  private  support  and 
enthusiasm? 

Of  course,  medicine  should  continue  its  efforts 
to  reduce  remaining  waste  and  abuse.  But  these 
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diminishing  factors  are  not  the  cause  of  increas- 
ing health-care  costs.  Also,  let  us  not  hold  our 
breath  waiting  for  our  current  business  and 
entertainment  cultures  to  begin  promoting 
healthy  lifestyles  as  effectively  as  they  now  pro- 
mote indulgence  in  rich  foods,  tobacco,  alcohol, 
and  loose  living. 

But  our  government,  at  least,  though  often  in- 
fluenced by  these  commercial  forces,  should  keep 
the  health  of  the  people  and  the  prevention  of  ill- 
ness among  its  very  top  priorities. 

If  something  has  got  to  go,  let  it  not  be  the  good 
health  of  Americans! 
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SPECIAL  REPORT 


A Narrative  of  the  Patricia  James  Case 


Patricia  James  was  exposed,  on  December  4, 
1986,  to  HIV-infected  blood  while  working  with 
an  apheresis  machine  (a  blood  cell  separator  used 
to  isolate  blood  components).  A blood  donor  was 
attached  to  the  machine  while  donating  his  blood 
platelets  to  his  leukemia-stricken  mother.  The 
machine  clogged;  a significant  spill  occurred; 
Mrs.  James  was  splashed  on  hands,  forearms,  and 
possibly  her  face;  and  she  may  have  touched  an 
open  sore  on  her  ear  with  her  bloody  hands.  Mrs. 
James  was  tested  and  found  to  be  nonreactive  for 
HIV. 

About  three  months  later,  in  March,  1987,  she 
was  tested  and  the  results  were  positive  for  HIV. 
Mrs.  James  went  on  to  develop  AIDS,  and  even- 
tually died  on  October  27,  1989,  of  liver  cancer 
that  was  believed  to  be  related  to  her  HIV 
infection. 

In  the  trial,  which  began  November  26,  1990, 
and  concluded  December  7,  1990,  the  jury  was 
asked  to  return  its  verdict  in  response  to  these 
specific  questions: 

1 . Was  Mrs.  James’  HIV  infection  the  result 
of  the  blood  spill? 

Jury  answer:  Yes. 

2.  Was  Dr.  Nolan  (the  defendant)  negligent? 
Jury  answer:  Yes. 

3.  Was  Dr.  Nolan’s  negligence  a substantial 
factor  in  causing  Mrs.  James’  harm? 
Jury  answer:  No. 

Mr.  Johnson  is  a partner  with  Thomson,  Rhodes  & Cowie  Attorneys  at  Law. 
Pittsburgh,  Pennsylvania. 


David  R.  Johnson,  Esq. 

If  the  answer  to  Question  3 had  been  yes,  the 
jury  would  have  proceeded  to  determine  the  ex- 
tent of  Mrs.  James’  comparative  negligence.  Then 
the  jury  would  have  divided  the  percentage 
between  the  parties. 

The  jury’s  verdict  reflects  its  decision  that 

anything  which  the  defendant  doctor  failed  to  do 
was  not  a material  factor  in  causing  harm  to  Mrs. 
James.  The  alleged  omission  by  the  doctor  was  in 
not  requiring  HIV  testing  of  the  donor  before  he 
was  approved  as  a donor. 

HIV  testing  before  blood  or  blood  components 
are  transfused  is  standard  practice  throughout 
the  U.S.  In  this  case,  plaintiffs  argued  that  the 
doctor’s  omission  of  testing  before  beginning  the 
platelet  collection  process  deviated  from  what 
had  been  customary  practice  at  McKeesport 
Hospital.  Prior  to  this  incident,  most  (if  not  all) 
apheresis  blood  donors  had  completed  HIV  tests 
before  being  connected  to  the  machine. 

The  negative  response  to  the  third  question 
reflects  a conclusion  on  the  jury’s  part  that  the 
alleged  negligence  by  Dr.  Nolan  was  known  by 
Mrs.  James  at  all  relevant  times.  Further,  Mrs. 
James  served  as  assistant  supervisor  of  the 
hospital  blood  bank  and  was  in  charge  of  the  unit 
during  the  entire  week  when  these  events  occurred. 
(Mrs.  James’  superior  was  on  vacation.) 

It  is  believed  that  Mrs.  James  should  have  been 
aware  of  what  testing  had  (or  had  not)  been 
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completed.  The  information  was  easily  and  readi- 
ly available. 

The  Principal  Defense  Arguments 

First,  if  Mrs.  James’  infection  was  caused  by 
her  exposure,  it  was  due  to  her  own  negligence. 

Second,  if  the  HIV  test  was  in  fact  required,  she 
should  have  made  sure  that  it  was  completed. 

Third,  when  the  machine  she  was  operating 
malfunctioned,  she  should  have  followed  proper 
procedures  so  that  she  did  not  expose  herself  to 
blood.  Furiher,  once  exposed  to  the  blood,  she 
should  have  washed  it  off  promptly. 

Conclusion 

The  plaintiff  has  requested  a new  trial.  If  you 
need  further  information,  you  may  call  Mr. 
Johnson  in  Pittsburgh  at  412-232-3400. 
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BRIEF  REPORT 


Endometrial  Ablation  Offers  Alternative  to  Hysterectomy 


Called  the  “latest  medical  rage”  and  “one  of  the 
hottest  new  techniques  in  gynecology,”  en- 
dometrial ablation  is  receiving  a lot  of  press 
coverage  lately.  Yet,  at  the  Medical  Center  of 
Delaware,  this  innovative  procedure  is  hardly 
new,  having  been  available  for  more  than  six 
years. 

Jeffrey  Russell,  M.D.,  director  of  the  Reproduc- 
tive Endocrine  and  Fertility  Center,  uses  elec- 
trocautery to  do  the  procedure,  which  involves 
cauterizing  the  uterine  lining  to  stop  menstrua- 
tion. “The  only  new  aspect  of  the  procedure  is 
that  now  physicians  are  using  a YAG  laser  in- 
stead of  electrocautery,”  says  Russell.  “The  choice 
of  instruments  has  no  effect  on  the  actual  pro- 
cedure; anesthesia,  operating  time  and  recovery 
are  the  same.” 

For  women  with  menstrual  dysfunction  or 
bleeding  problems,  endometrial  ablation  offers  a 
good  alternative  to  a hysterectomy.  States 
Russell,  “Women  are  now  requesting  more  con- 
servative treatment  for  these  problems.  These 
women  - particularly  those  in  their  late  thirties 
and  early  forties  who  are  done  with  their 
reproductive  potential  - want  their  menstrual  cy- 
cle stopped  without  having  the  uterus  removed.” 

For  that  group  of  patients,  endometrial 
ablation  is  the  answer,  says  Russell.  “It  affects 
only  the  lining  of  the  uterus,  so  there  are  no 
subsequent  hormonal  or  ovarian  problems. 
Consequently,  a patient  with  otherwise  normal 
hormones  and  ovulations  will  still  experience 
[normal]  menopause.” 

Written  by  Lynda  Kolski  and  reprinted  with  permission  of  M/D  News,  a Medical 
Center  of  Delaware  publication. 


For  suitable  candidates,  endometrial  ablation 
offers  several  advantages.  The  procedure  can  be 
done  on  an  outpatient  basis  with  either  a mild 
general  or  local  anesthesia,  and  takes  less  than 
an  hour.  The  patient  recovers  and  can  resume 
normal  activities  within  24  hours,  according  to 
Russell.  Not  only  does  endometrial  ablation 
spare  the  patient  major  surgery  and  its  subse- 
quent hospitalization  and  extended  recovery 
period,  but  it  is  significantly  less  expensive  than 
a hysterectomy. 

“The  only  disadvantage  is  that  sometimes  the 
procedure  has  to  be  repeated  if  the  endometrial 
lining  is  not  totally  scarred  down  and  minor 
bleeding  continues  after  the  procedure,”  notes 
Russell.  “Endometrial  ablation  also  results  in 
sterilization.  However,  I do  not  recommend  it  as 
a method  of  contraception.” 

Russell  stresses  the  importance  of  identifying 
the  cause  of  bleeding  before  performing  the  pro- 
cedure. “Cancer  should  be  completely  ruled  out 
before  the  procedure  is  done,”  he  explains.  “If 
cancer  cells  exist,  they  may  be  secluded  inside  the 
uterus  or  covered  by  the  scarring,  delaying  the 
diagnosis  of  cancer.  That  could  be  a potential  risk 
for  the  patient.” 

Russell  does  about  15  endometrial  ablations  a 
year.  Most  of  his  patients  have  severe  medical 
problems,  such  as  congenital  or  congestive  heart 
disease,  and  are  considered  poor  candidates  for 
the  major  surgery  associated  with  a hysterec- 
tomy. To  date,  he  has  not  seen  an  increase  in 
healthy  women  requesting  the  procedure  just  for 
convenience. 
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Located  in  the  heart  of  Centreville, 
the  custom  homes  of  Way  Ridge 
are  situated  on  2 to  4 acres. 


The  outstanding  reputation  of  the 
developer,  B & B Company,  will 
ensure  a quality  lifestyle  which  is 
unsurpassed  in  the  area. 


Michael  J.  Murphy  Construction,  Inc. 


Lot  14 


Vespri  Builders,  Inc 


Select  your  site  with  a high 
panoramic  view  or  wooded  privacy. 
Special  lot  financing  available. 

No  builder  tie-in. 


Open  Saturday  & Sunday  14  p.m. 

For  more  information  or  a personal  tour, 
call  Betsy  Smith  or  Carol  Wilson 
at  (302)  571-8855  or  (302)  6564548 

Directions:  From  Route  52,  take  Old  Kennett  Road  at 
Winterthur  to  Way  Road  (first  left  after  Owls  Nest  Road). 
Approximately  1 mile  to  Way  Ridge  on  the  left. 


WRC  Builder,  Inc 


HB.CARY^ 

SCOTT 


Volpe  Builders,  Inc. 
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HEALTH  LAW 


Legal  Issues  in  Hospital-Physician  Joint  Ventures 


Brian  T.  Corbett,  Esq. 
John  C.S.  Kepner,  Esq. 


During  the  past  decade,  economic  and  en- 
vironmental issues  have  motivated  hospitals  and 
physicians  to  enter  into  joint  ventures.  Despite 
the  incentives  in  today’s  marketplace  for 
hospitals  and  physicians  to  form  joint  ventures, 
there  has  been  a “chilling  effect”  on  these  ven- 
tures caused  by  legal  and  regulatory  concerns, 
with  Medicare/Medicaid  fraud  and  abuse  chief 
among  them.  This  article  will  discuss  some  of 
those  concerns. 

Organizational  Forms 

The  choice  of  four  basic  organizational  forms  is 
the  first  key  legal  issue  to  consider  when  form- 
ing a joint  venture.  The  first  form  is  the  contract 
model,  which  involves  a contract  or  series  of  con- 
tracts between  a hospital  and  a physician  or  a 
physician-owned  entity.  The  advantages  of  a con- 
tractual relationship  are  that  it  is  relatively  sim- 
ple to  develop  and  offers  short-term  flexibility. 
However,  a contractual  relationship  has  very 
limited  long-term  flexibility  and  does  not  allow 
for  joint  ownership  of  a single  entity. 

Mr  C’orbeU  is  an  associate  and  Mr  Kepner  is  a partner  in  the  Health  Law  Depart 
meiU  of  Saul.  Kwing'.  Kemick  & Saul. 
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The  second  common  model  is  the  corporation. 
Advantages  found  in  all  corporations  include 
limited  liability  for  investors,  continuity  of  ex- 
istence, ease  in  transfer  of  ownership  and  cen- 
tralized management.  Unless  the  corporation  is 
organized  as  a Subchapter  S corporation,  there 
are  two  important  disadvantages  to  corporate 
form:  income  is  subject  to  double  taxation  (at  the 
corporate  and  shareholder  levels)  and  tax 
benefits  are  trapped  and  not  available  to 
shareholders. 

A third  structure  is  the  general  partnership. 
The  major  advantages  of  a general  partnership 
are  the  ability  to  direct  tax  benefits  to  the  part- 
ner investors  and  avoid  double  taxation  and  to 
provide  the  partners  with  an  equal  opportunity 
to  exercise  managerial  control.  The  major  disad- 
vantage is  unlimited  joint  and  several  liability  of 
all  the  partners,  regardless  of  the  level  of  their 
participation  in  management  decisions. 

A limited  partnership  is  the  fourth  type  of  legal 
entity  used  for  joint  ventures.  Limited  partner- 
ships, which  must  consist  of  both  general  and 
limited  partners,  have  the  same  tax  advantages 
of  a general  partnership,  but  have  the  added 
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advantage  of  shielding  limited  partners  from 
joint  and  several  liability.  Unlike  a general  part- 
nership, however,  limited  partners  have  the  disad- 
vantage of  not  being  able  to  participate  in 
management.  Control  and  management  authori- 
ty are  vested  in  the  general  partners,  and  general 
partners  are  still  subject  to  unlimited  joint  and 
several  liability. 

Other  Legal  and  Regulatory  Issues 

There  are,  of  course,  a number  of  other  legal  and 
regulatory  issues  to  be  considered  when  plann- 
ing a hospital/physician  joint  venture: 

Securities  Law 

An  investment  interest  in  a joint  venture  formed 
as  a corporation  or  limited  partnership  is  con- 
sidered a “security”  for  purposes  of  federal  and 
state  law.  Unless  exemptions  are  available  (they 
generally  are  in  most  privately  sold  transac- 
tions), registration  of  the  securities  will  be  re- 
quired at  both  the  federal  and  state  level. 

Antitrust  Laws 

The  Sherman  Act  prohibits  agreements  which 
result  in  unreasonable  restraints  of  trade.  Since 
a joint  venture  often  involves  multiple  hospital 
and  physician  group  entities  which  usually  com- 
pete with  each  other,  joint  ventures  are  prone  to 
antitrust  challenge,  especially  by  competitors 
who  have  been  excluded  from  participation.  A re- 
cent case  emphasizes  this  point:  a joint  venture 
between  a hospital  and  a durable  medical  equip- 
ment supplier  was  found  to  have  violated  federal 
antitrust  laws  and  a jury  verdict  of  $2.3  million 
was  assessed. 

Tax  Issues 

Unique  tax  issues  exist  if  a nonprofit,  tax- 
exempt  corporation  (such  as  a hospital  or  a 
hospital-affiliate)  is  a party  to  a joint  venture.  A 
nonprofit  corporation  involved  in  a joint  venture 
must  consider  whether  revenue  from  the  joint 
venture  will  result  in  taxable  unrelated  business 
income,  and  whether  the  investment  and  par- 
ticipation in  the  joint  venture  is  consistent  with 
its  tax-exempt  charitable  purposes.  If  participa- 
tion in  a joint  venture  runs  contrary  to  a 
hospital’s  tax-exempt,  charitable  purposes,  or  if 
it  results  in  private  inurement,  the  hospital’s  tax- 
exempt  status  could  be  jeopardized. 


Employee  Benefits 

Section  414(m)  of  the  Internal  Revenue  Code 
could  be  construed  by  the  IRS  to  require  that  the 
employees  of  the  various  participants  in  a joint 
venture  be  provided  with  the  same  pension 
benefits.  If  this  is  not  done,  the  more  generous 
benefit  plans  of  a joint  venture  participant  could 
lose  their  qualified  status.  If  that  were  to  occur, 
the  contributions  made  to  those  plans  would  no 
longer  be  tax-deductible  to  those  entities,  and  the 
benefits  would  be  currently  taxable  to  the  reci- 
pients. 

Fraud  and  Abuse 

Over  the  past  few  years  there  have  been  at- 
tempts by  legislators  and  regulators  to  “flesh 
out”  the  anti-kickback  provisions  of  the 
Medicare/Medicaid  fraud  and  abuse  laws  and  pro- 
vide health  care  providers  with  more  certainty  as 
to  what  is  legal  and  what  is  not.  The  legislative 
initiatives  have  been  led  by  Representative  Fort- 
ney “Pete”  Stark.  Although  his  efforts  to  date 
have  had  only  limited  success,  Congressman 
Stark  has  focused  attention  on  the  potential  for 
abuse  in  the  patient  referral  area,  and  it  is  like- 
ly that  the  health  care  community  will  continue 
to  hear  from  Representative  Stark. 

The  initial  regulatory  initiative  came  in 
January  1989  when  the  Department  of  Health 
and  Human  Services  proposed  “safe  harbor” 
regulations.  The  proposed  regulations  were  in- 
tended to  identify  specific  arrangements  which 
would  not  be  subject  to  civil  or  criminal  prosecu- 
tion. Unfortunately,  the  proposed  regulations  did 
not  address  private  investment  interests  in  en- 
tities like  joint  ventures.  There  has  been  much 
speculation  as  to  the  timing  and  substantive  con- 
tent of  the  “final”  regulations.  As  to  timing,  it  is 
now  being  reported  that  the  final  regulations  will 
be  published  later  this  year. 

Other  regulatory  issues  which  must  be  con- 
sidered at  the  earliest  planning  stages  of  a joint 
venture  include  certificate  of  need  compliance, 
licensure  requirements,  third-party  reimburse- 
ment planning  and  the  corporate  practice  of 
medicine  doctrine. 
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Health  Law  - Corbett 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D., 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 

are  pleased  to  announce  that  effective  March  4,  1991 

Magnetic  Resonance  Imaging 

will  be  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  100 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 

(302)  737-5990 


Conclusion 

A joint  venture  allows  hospitals  and  physicians 
to  provide  on  a cooperative  basis  services  and 
technology  which  neither  might  be  able  to  pro- 
vide alone.  Despite  its  promise,  the  ability  of  a 
joint  venture  to  succeed  will  depend  on  whether 
the  participants  adequately  address  the  legal, 
regulatory,  financial  and  control  issues  involved 
through  careful  planning  before  the  venture  is 
implemented. 

Health  Law  is  a regular  feature  of  the  Delaware 
Medical  Journal.  The  purpose  of  this  column  is  to 
present  practical  information  for  the  practicing 
physician  about  current  trends  in  health  law. 

Health  Law  Editor,  Stephen  R.  Permut,  M.D.,  J.D. 


LOCUM  TENENS 
PHYSICIANS 


Join  a comprehensive  physician  support 
service  with  a major  medical  center  in 
south  central  Montana. 

Locum  physicians  provide  primary  care 
coverage  (excl.  routine  OB)  for  physi- 
cians in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimburse- 
ment for  expenses,  malpractice,  health 
insurance,  CME. 

Call  Locum  Tenens  Coordinator 
1-800-325-1774 

Or  send  CV: 

1500  Poly  Drive,  Suite  103 
Billings,  MT  59102 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


LETTERS  TO  THE  EDITOR 


Affordable  Health  Insurance 


In  the  February  1991  issues  of  the  Delaware 
Medical  Journal,  Dr.  Charles  Smith  has  a 
thoughtful  article  about  the  crisis  in  the  expense 
of  medical  care  in  the  United  States,  with 
medical  care  consuming  12  percent  of  total 
G.N.P.,  37  million  people  having  no  insurance, 
and  another  50  million  having  inadequate  in- 
surance. Now  The  News  Journal  of  March  18, 
1991,  reports  that  a survey  of  Delaware  business 
firms  “...showed  the  average  cost  of  a Delaware 
worker’s  health  benefits  increasing  17%  since 
last  year  to  $3,524.’’ 

For  an  individual  worker  who  cannot  get 
health  insurance  for  himself  and  his  family 
through  his  employment,  the  cost  is  prohibitive. 
Similarly,  year  by  year  the  money  expended  for 
Medicare  and  Medicaid  coverage  keeps  soaring. 

As  physicians,  we  have  been  trained  to  do 
everything  possible  for  every  patient  every  time. 
But  as  a society,  we  must  recognize  that  this  can- 
not long  continue  to  go  on  unchecked.  With  a 
finite  limit  of  resources,  society  as  a whole,  not 
individual  physicians,  should  decide  the 
priorities  of  spending  those  resources. 

There  will  be  many  difficult  questions  along 
the  way.  But  perhaps  a good  place  to  start  and 
possibly  reach  a consensus  is  to  make  health  care 
insurance  more  affordable  to  society  as  a whole 
and  more  obtainable  by  the  individual. 

I suggest  that  our  federal  government  mandate 
that  all  health  care  insurance  be  divided  into  a 
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basic  policy  and  other  deluxe  policies.  The  basic 
coverage  policy  would  be  a right  to  which  every 
individual  would  be  entitled.  If  he  could  not 
afford  it,  the  federal  government  would  pay  the 
premium,  or  part  of  it,  on  a sliding  scale,  depen- 
dent on  his  income,  without  any  arbitrary 
classification  categories  such  as  Medicaid  now 
employs.  If  Medicaid  is  still  deemed  necessary, 
the  coverage  of  Medicare  would  be  identical  with 
that  of  this  basic  policy.  Similarly,  the  coverage 
of  Medicare  and  of  Blue  Cross/Blue  Shield  and  all 
other  private  insurance  companies  would  be  the 
same  as  those  of  this  basic  policy.  In  this  way 
basic  private  insurance  would  be  affordable  for 
more  individuals  who  do  not  have  their 
premiums  paid  by  employers,  government  or 
other  third  parties.  In  adition  to  the  basic  policy. 
Blue  Cross/Blue  Shield  and  all  private  health  in- 
surance companies  would  offer  supplemental 
deluxe  policies  with  added  coverage  for  those  who 
can  afford  it. 

A special  health  care  commission  with 
representatives  from  the  health  care  communi- 
ty and  from  the  lay  public  would  meet  biennial- 
ly, or  would  be  on  call  in  case  of  special  need,  to 
determine  which  items  of  care  should  be  deemed 
basic  and  which  deluxe. 

This  is  surely  not  a definitive  or  a final  solution, 
but  a proposed  beginning  on  the  path  toward  find- 
ing answers  for  extremely  difficult  questions. 

David  Platt,  M.D. 
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WOMEN’S  IMAGING  CENTED 

OF  DELAWARE 

HAS  MOVED  TO  A 

MORE  SPACIOUS,  MODERN  FACILITY 
AT 

J24-26  OMEGA  DRIVE  • NEWARK  • DELAWARE  19713 

738-9100 

MAAAAAOGRAPHY 
OB-GYN  ULTRASOUND 

WITH  ENDOVAGINAL  SCANNING 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

•AFFILIATED  WITH  THE 

MEDICAL  CENTER  OF  DELAWARE  AND  JEFFERSON  MEDICAL  COLLEGE 


RADIOLOGY  CONSULTANTS 

STEVEN  L EDELL,  D.O. 
SUSAN  BARNES,  M.D. 

C.  AMY  WILSON,  M.D. 


HOURS:  MON  TO  FRI  8 AM  — 5 PM  • WED  8 AM  — 8 PM  • SAT.  8 AM  — 1 PM 
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ACCREDITED  BY  AMERICAN  COLLEGE  OF  RADIOLOGY 
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what  Kind  of  Life:  The  Limits  of  Medical  Progress, 
by  Daniel  Callahan,  Simon  & Schuster,  New  York, 
1990,  318  pp.,  $19.95. 

Daniel  Callahan  is  director  and  co-founder  of 
the  Hastings  Center.  In  this  book  he  continues 
his  campaign  to  redirect  public  thinking  toward 
more  realistic  health  care  goals,  which  he  does 
not  expect  to  be  adopted  quickly.  He  points  out 
that  with  the  ever-increasing  health  needs  of  our 
aging  population  and  the  escalating  costs  of  ever 
more  sophisticated  medical  technology,  we  are 
spending  more  and  more  of  our  GNP  on  health 
care  - 5.2  percent  in  1960,  11.5  percent  in  1989 
- and  that  it  will  continue  to  increase.  Yet,  dur- 
ing the  same  time  the  percent  of  GNP  spent  on 
education,  housing,  poverty,  roads,  and  industrial 
research  and  development  has  either  remained 
constant  or  decreased.  He  insists  that  a well- 
ordered  society  must  maintain  a better  balance. 
He  says  that  society  must  provide  each  individual 
unlimited  care  to  relieve  pain  and  suffering,  but 
not  unlimited  care  to  keep  extending  life. 
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Dr.  Callahan  sums  it  all  up  very  well  at  the  end 
of  the  book:  A health  care  system  that  took  its 
point  of  departure  from  our  need  as  individuals 
to  be  cared  for,  that  promised  never  to  abandon 
us,  would  bring  us  back  into  continuity  with  the 
richest  and  deepest  traditions  of  medicine.  A 
system  that  focuses  its  research  efforts  on  enhan- 
cing the  quality  of  life  rather  than  on  holding  off 
death,  or  a means  of  preventing  illness  and  reduc- 
ing the  debilities  of  old  age  rather  than  high- 
technology  cures,  or  enhancing  the  care  level  of 
public  health  rather  than  the  special  curative 
needs  of  individuals,  would  be  a more  rounded 
and  coherent  system.  A health  care  system  which 
understood  that  it  was  meant  to  be  a part  of,  and 
to  serve  the  needs  of  a broader  social  and  political 
system  would  be  one  less  prone  to  think  only  of 
its  own  needs,  and  to  forget  that  health  is  only  a 
means  to  the  living  of  life,  not  its  goal.  A system 
that  guaranteed  a minimally  decent  level  of 
health  care  for  all,  in  turn  asking  each  of  us  to 
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rein  in  our  private  demands,  would  be  a decent 
and  manageable  one.  That  is  not  an  impossible 
ideal. 

Addicted,  In  Their  Own  Words:  Kids  Talking  About 
Drugs,  As  Told  to  Joel  Engel,  Tom  Doherty 
Associates,  Inc.,  New  York,  New  York,  1989, 174 
pp.,  $15.95. 

Joel  Engel  is  a freelance  writer  who  is  involved 
with  drug  rehabilitation  centers  in  the  Los 
Angeles  area.  His  book  consists  of  taped  inter- 
views with  10  adolescents,  each  of  whom  has  gone 
far  down  the  drug  road  and  ended  up  in  a rehab 
center.  The  stories  are  true,  except  for  changes  in 
names,  etc.,  to  protect  privacy.  They  are  poignant 
histories  of  young  people  who  went  astray,  some 
from  broken  homes,  some  from  intact  homes. 
Some  started  because  of  peer  pressure;  some 
sought  from  drugs  something  to  fill  an  unex- 
plained emptiness  in  life. 

Engel  points  out  that  our  present  alcohol/drug 
abuse  plague  has  been  building  up  since  at  least 
1963,  and  is  slowly  reaching  down  to  lower  and 
lower  school  levels,  currently  about  sixth  grade. 
Half  of  all  teenage  suicides  and  fatal  auto  ac- 
cidents are  attributed  to  the  effects  of  alcohol  and 
other  drugs. 


But  more  important  are  the  broken  lives  of 
those  who  survive  but  continue  their  addictions. 
Each  taped  interview  in  this  book  is  a cry  from 
an  adolescent  offering  help  to  others. 


Who  Lives?  Who  Dies?,  by  John  F.  Kilner,  Yale 
University  Press,  New  Haven,  1990,  359  pp. 

The  author  of  this  book  is  not  a physician,  but 
an  ethicist.  The  book  is  not  oriented  specifically 
for  medical  personnel,  but  for  the  general  public. 
The  author  starts  with  the  accepted  premise  that 
we  have  insufficient  medical  resources  to  go 
around,  such  as  intensive  care  unit  beds,  organs 
for  transplant,  etc.  He  then  proceeds  through  a 


careful  philosophical  and  ethical  analysis  as  to 
who  should  live  and  who  should  die. 

He  lists  16  “ethically  justifiable”  selection 
criteria  and  devotes  a chapter  to  each.  In  each 
chapter,  he  discusses  the  particular  criterion 
under  the  same  four  headings:  Social  Values, 
Justifications,  Weaknesses,  and  Possible  Com- 
mon Ground.  Each  chapter  then  ends  with  an  il-’’' 
lustrative  clinical  case. 

After  this  analysis,  he  concludes  that  nine  of 
the  criteria  are  ethically  unacceptable  for  a ra- 
tional balance  of  the  personal  and  common  good. 
The  remaining  seven  criteria  are:  Medical 
Benefit,  Imminent  Death,  Likelihood  of  Benefit, 
Resources  Required,  Special  Responsioilities, 
Willingness  to  Accept  Treatment,  and  Random 
Selection  (including  both  First-Come,  First- 
Served  and  Lottery). 

Then,  for  reasons  which  to  me  are  not  entirely 
convincing,  he  arrives  at  this  final  order  of 
priorities: 

1.  Select  first  patients  who  satisfy  Medical 
Benefits  and  Willingness  to  Accept  Treat- 
ment criteria. 

2.  Then  from  those  select  patients  who  satisfy 
the  Imminent  Death  and  next  the  Respon- 
sibilities or  Resources  Required  criteria. 

3.  If  resources  are  still  available  select  re- 
mainder by  Lottery  or  by  First-Come,  First- 
Served  criterion. 

The  author  concludes,  “Careful  ethical  analysis 
is  - warranted,  for  the  stakes  are  high  - at  issue 
is  - who  lives  and  who  dies.” 

Geriatric  Medicine,  edited  by  Christine  K.  Cassel, 

Donald  E.  Riesenberg,  Lief  B.  Sorensen,  and  John 
R.  Walsh.  Springer-Verlag,  New  York,  1990,  697 

pp. 

The  four  editors  of  this  book  are  academic  in- 
ternists, one  of  whom  is  senior  editor  of  JAMA. 
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VASCULAR  LABORATORIES  OF  DELAWARE 

NON-INVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suit  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Medical  Arts  Pavilion,  Suite  112 
4745  Stanton-Ogleto\wn  Road 
Newark,  Delaware  19713 

(302)  368-1130 


NON-INVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


EXTRACRANIAL  CAROTID  AND 
VERTEBRAL  ARTERIES 


ARTERIAL  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


ABDOMINAL  AORTA  AND  ITS 
VISCERAL  BRANCHES 


VENOUS  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


Bruce  A.  Fellows,  M.D.  (Director) 
Mark  S.  Rosenbloom,  M.D. 


Billie  Gray,  R N.,  R.V.T. 
Doreen  Mahoney,  L.PN 


The  first  edition  was  published  in  1984.  This 
1990  edition  is  one  volume  in  place  of  two.  It  has 
a bibliography  at  the  end  of  each  chapter,  and  at 
the  end  of  the  book  an  excellent  index,  with  cross- 
indexing, to  facilitate  search  of  topics.  There  are 
69  contributors:  practicing  clinicians,  academi- 
cians, and  ethicists  from  across  the  U.S. 

The  editors  point  out  that  our  population  is  ag- 
ing, that  patients  over  the  age  of  65  account  for 
30  percent  of  health  care  expenditures  (now  11.2 
percent  of  the  G.N.P.),  and  that  advances  in 
diagnostic  and  therapeutic  technologies  have 
outstripped  our  ability  to  pay  for  them.  They  say 
that  40  percent  of  the  effort  of  all  primary  care 
physicians  concerns  the  elderly. 
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The  scope  of  geriatrics  is  now,  they  say,  too  big 
for  any  clinician  to  know  it  all,  encompassing 
everything  from  organ  problems  through  ethics 
and  social  policy.  Their  goal  with  this  book  is  to 
provide  a comprehensive  reference  source,  plus 
knowledge  as  to  when  the  primary  care  physician 
should  call  for  the  help  of  a consultant. 

The  52  chapters  range  from  “Cellular  Aging” 
through  “Social  Characteristics  of  Older  Per- 
sons,” “Ethical  Problems,”  and  “Rehabilitation,” 
through  all  the  organ  diseases,  to  “Health 
System  Policies  and  Issues,”  including  “Elder 
Abuse,”  “Long-Term  Care,”  and  Justice  and  the 
Allocation  of  Health  Care  Resources.” 

I think  that  the  editors  have  reached  their  goal. 


David  Platt,  M.D, 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOF| 
AN  UNBEATABLE  COMBINATION! 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications, 
free,  courtesy  of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  Delaware. 
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. . . BECAUSE  QUALITY  IS  ESSENTIAL 


P.O.  Box  2045  • Wilmington,  Delaware  19899 


(302)  655-LABS 


FROM  THE  AMA 


AMN  Reports:  Psychiatrist  Transforming 
Education  for  Disadvantaged  Children 


After  James  P.  Comer,  M.D.,  entered  college  in 
1952,  he  gradually  lost  contact  with  childhood 
friends  from  his  mostly  black  working-class 
neighborhood.  During;  his  visits  home  to  the 
grimy  steel  town  of  East  Chicago,  Indiana,  some 
of  them  would  talk  bravely  of  joining  him  at  In- 
diana University.  But  despite  their  academic 
potential,  none  of  them  did. 

“My  friends  continued  on  a downhill  course,” 
he  says,  remembering  a process  of  separation  that 
was  painful  on  both  sides.  “The  social  distance 
became  a chasm.” 

The  painful  lesson  was  not  wasted,  says  a report 
in  a recent  American  Medical  News.  Today  Dr. 
Comer,  56,  is  Maurice  Falk  Professor  of  Child 
Psychiatry  at  the  Yale  University  Child  Study 
Center  and  the  guiding  spirit  behind  an  approach 
to  education  that  seeks  to  give  low-income 
children  a better  start  in  life. 

Children  from  poor  families,  he  says,  often  lack 
the  elementary  social  skills  conducive  to  steady 
progress  in  the  classroom.  His  School  Develop 
ment  Progi'am  addresses  the  emotional  and 
psychological  needs  of  such  children  by  building 
teamwork  between  school  administrators,  staff, 
parents  and  mental  health  professionals. 

After  more  than  two  decades  of  development, 
the  Comer  process  is  in  use  throughout  the 
18,000-student  New  Haven,  Connecticut,  public 
school  system,  where  attendance,  student 
behavior  and  academic  scores  have  all  improved. 
In  recent  years,  school  districts  in  eight  other 
states  have  adopted  the  program,  and  the 


Rockefeller  Foundation  is  making  a series  of 
grants  to  disseminate  it  even  more  widely. 

In  schools  adopting  the  Comer  program,  the 
principal  shares  governance  of  the  school  with 
representatives  of  the  staff  and  parents.  Parents 
are  also  drawn  into  the  daily  life  of  the  school  as 
volunteers  or  teachers’  aides. 

A mental  health  team,  which  includes  a child 
psychologist,  a social  worker  and  a special  educa- 
tion teacher,  treats  children  who  are  in  trouble 
and  coaches  teachers  through  difficult  interac- 
tions with  such  students.  Additionally,  teaching 
basic  social  skills  to  children  who  may  not  learn 
them  at  home  - for  example,  how  to  greet  people, 
how  to  negotiate  for  what  they  need,  how  to 
behave  in  a restaurant  --  is  now  a vital  piece  of 
the  Comer  process. 

The  process  has  changed  New  Haven’s  schools 
for  the  better.  The  School  Development  Program 
is  now  being  implemented  in  school  districts  as 
far  afield  as  Washington,  D.C.,  and  Benton  Har- 
bor, Michigan.  In  Topeka,  Kansas,  the  school 
board  approved  a pilot  program  in  five  elemen- 
tary schools  in  1988  after  looking  for  ways  to  in- 
crease parental  involvement. 

Despite  all  the  success.  Dr.  Comer  still  declares 
himself  “a  pessimistic  optimist.”  Having  given  up 
private  practice  in  child  psychiatry  in  the  last 
couple  of  years,  he  works  full  time  to  send  the  rip- 
ples of  the  school  program  ever  wider.  “You  have 
to  keep  trying,  regardless,”  he  says,  his  voice 
hoarse  but  firm.  “You  have  to  keep  looking  for  a 
way  to  make  a difference.” 


Del  Med  Jrl.  May  1991-Vol  63,  No.  5 


331 


m 


CONDOMINIUMS 


‘‘Unsurpassed  Location” 


Luxurious  condominiums 
nestied  in  picturesque 
Brandywine  Park. 

We  offer: 
luxurious  lobbies 
beautifully  designed  models 
newly  equipped  fitness  center 

For  more  information, 
please  contact  Ann  Puit 
at  Brandywine  Park  Condominiums 
(302)  655-2262 


r — B.  C ARY^ — ^ 

SCOTT 


REALTORS* 


I 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
tion to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2147.  Infor- 
mation must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
302-654-1001.  The  anonymity  of  the  caller  is  assured. 


KATHERINE  ESTERLY, 
M.D.,  INDUCTED  INTO 
HALL  OF  FAME 


On  Wednesday,  March  21,  1991,  Dr.  Katherine  L.  Esterly  was  one  of  three 
women  officially  presented  by  Governor  Michael  N.  Castle  for  induction  in- 
to the  Hall  of  Fame  of  Delaware  Women.  She  was  described  as  “a  senior 
statesman  for  pediatrics”  and  a person  dedicated  to  one  of  the  state’s  most 
valuable  resources,  its  children.  We  join  with  thousands  of  Kitty’s  friends 
in  congratualating  her  on  her  receipt  of  this  honor,  and  in  congratulating 
Govornor  Castle  for  recognizing  the  service  she  has  been  giving  the  infants 
of  Delaware  for  many  years. 


CLINICAL  MEETINGS  AND  NOTICES 


UPDATE  IN  PEDIATRIC 
RADIOLOGY  - NEW 
HORIZONS 


The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics  will  hold 
its  annual  scientific  session  August  1-4  in  Asheville,  North  Carolina.  Faculty 
includes  Leonard  E.  Swischuk,  M.D.,  and  Roderick  I.  Macpherson.  Ap- 
propriate credit  pending.  For  more  information  contact  Debbie  Shealy,  SC 
Chapter  AAP,  RO.  Box  11188,  Columbia  SC  29211,  or  call  803-798-6207. 


NIH  "CLINICAL  ALERTS"  The  Lewis  B.  Flinn  Library  of  the  Delaware  Academy  of  Medicine  now 

receives,  via  FAX,  “Clinical  Alerts,”  released  by  the  National  Institutes  of 
Health.  The  text  highlights  important  clinical  trial  findings  prior  to  publica- 
tion in  medical  journals.  HealtL  professionals  accessing  the  MEDLARS 
database  will  find  the  announcements  of  the  Alerts  in  the  online  news  files. 
Please  call  the  Reference  Desk  at  the  Flinn  Library  (656-6398)  for  a print 
version. 
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AMA  WORKSHOPS  Workshops  for  Young  Physicians  (summer/fall) 


Joining  a Partnership  or 
Group  Practice  (afternoon) 

Starting  Your  Practice 

New  York 

July  18 

July  19-20 

Chicago/AMA 

July  25 

July  26-27 

Cherry  Hill,  NJ 

August  8 

August  9-10 

Chicago/AMA 

August  22 

August  23-24 

San  Francisco,  CA 

September  12 

September  13-14 

New  Orleans,  LA 

September  19 

September  20-21 

Chicago/AMA 

September  26 

September  27-28 

Dallas,  TX 

October  3 

October  4-5 

New  York,  NY 

October  10 

October  11-12 

Tampa,  FL 

October  17 

October  18-19 

Chicago/AMA 

October  24 

October  25-26 

Baltimore,  MD 

November  7 

November  8-9 

Chicago/AMA 

November  21 

November  22-23 

Chicago/AMA 

December  12 

December  13-14 

Workshop  for  Established  Physicians  (summer/fall) 
Gearing  Up  for  Retirement 

Chicago/AMA 

July  12 

Chicago/AMA 

October  11 

New  York,  NY 

July  21 

Miami,  FL 

October  13 

Chicago/AMA 

August  9 

Washington,  D.C. 

October  27 

Cherry  Hill,  NJ 

August  11 

Chicago/AMA 

November  8 

Chicago/AMA 

September 

13  Asheville,  NC 

November  10 

Palm  Springs,  CA 

September 

21  San  Francisco,  CA 

November  16 

New  Orleans,  LA 

September 

22  New  York,  NY 

December  8 

Dallas,  TX 

October  6 

Chicago/AMA 

December  14 

Medical  Office  Staff  Workshops  (summer/fall) 


Insurance 

ICD-9  Coding 

CPT  Coding: 

Medical 

Processing 

for  Doctors’ 

Beyond  the 

Collections 

Business  Side 

and  Coding 

Offices 

Basics  (a.m.) 

Management  (p.m.) 

of  Medicine 

Chicago/AMA 

July  16 

July  17 

July  18 

July  18 

July  19 

Chicago/AMA 

August  13 

August  14 

August  15 

August  15 

August  16 

Cherry  Hill,  NJ 

September  10 

September  11 

September  12 

September  12 

September  13 

Chicago/AMA 

September  17 

September  18 

September  19 

September  19 

September  20 

New  Orleans,  LA 

September  24 

September  25 

September  26 

September  26 

September  27 

New  York,  NY 

October  1 

October  2 

October  3 

October  3 

October  4 

Tampa,  FL 

October  8 

October  9 

October  10 

October  10 

October  11 

Chicago/AMA 

October  15 

October  16 

October  17 

October  17 

October  18 

Los  Angeles,  CA 

October  22 

October  23 

October  24 

October  24 

October  25 

Detroit,  MI 

October  29 

October  30 

October  31 

October  31 

November  1 

Chicago/AMA 

November  12 

November  13 

November  14 

November  14 

November  15 

Dallas,  TX 

November  12 

November  13 

November  14 

November  14 

November  15 

Chicago/AMA 

December  10 

December  11 

December  12 

December  12 

December  13 
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CALENDAR  OF  EVENTS  ...  IN  BRIEF 

June  2-9 

Tenth  Annual  Reproductive  Endocrinology  and  General  Gynecology; 
Baltimore,  Maryland.  Call  Jeanne  Ryan  at  301-955-2959. 

June  3-14 

Fourth  Summer  Institute  in  Environmental  Health  Studies;  Baltimore, 
Maryland.  Call  Catherine  Walsh  at  301-955-2609. 

June  6 

Obstacles  and  Strategies  in  the  Clinical  Treatment  of  African-American 
Families;  New  Castle,  Delawaie.  Call  Drew  Ken-  at  328-3330  or  800-289-TEEN. 

June  6-8 

International  Conference  on  Physician  Health;  Toronto,  Canada.  Call 
312-464-5000. 

June  13-14 

Design  and  Analysis  Issues  in  Clinical  Trials;  Baltimore,  Maryland.  Call 
Francette  Boling  at  301-955-2959. 

July  20-27 

Topics  in  Contemporai’y  Medicine.  Call  612-588-9478. 

August  1-3 

15th  Annual  Financial  Management  Conference;  South  Carolina.  Call 
800-221-6437. 

September  26-28 

Comprehensive  Update  on  the  Theory  and  Ih’actice  of  Gastroenterology  and 
Hepatology;  Philadelphia,  Pennsylvania.  Call  609-848-1000 

September  27-29 

The  Worker  in  the  Work  Place:  Rehabilitating  Musculoskeletal  Injuries.  Call 
Mai’c  I.  White  at  604-684-4148  or  fax  604-684-6247. 

September  30-October  4 

Board  Review  Course  in  Cardiovasculeu'  Disease;  Philadelphia,  Pennsylvania. 
Call  Bernai'd  L.  Segal,  M.D.  at  215-662-9084. 

October  25-26 

“Geriatrics:  Dilemmas  and  Solutions”;  Mesa,  Arizona.  Call  602-974-4212 
between  8:00  a.m.  and  11:00  a.m.  Mountain  Standard  Time. 

November  7-10 

American  Pain  Society  10th  Annual  Scientific  Meeting;  New  Orleans,  Loui- 
siana. Call  Mona  Kronon  at  708-966-5595,  or  fax  708-966-9418. 

July,  September, 
November 

“Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Yoiu  Future 
Today”;  (Location  vai’ies).  Call  Jim  Rubiner  at  312-464-2461. 
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riRSi;  YOU  CAN'T 

smum, 

THEN  YOU  CAN7 

SPEAK. 

FINAUY,  YOU  CAN7 
BREiOHE. 


You  have  ALS  — "Lou  Gehrig's  disease." 

Gradually,  you'll  become  unable  to  walk  or 
use  your  hands.  You'll  find  yourself  drooling. 
Your  reflexes  will  disappear. 

Your  mind,  however,  will 
remain  completely  clear,  leaving 
you  a frustrated  prisoner  in  a body 
you  can't  control. 

ALS  is  a fatal  neuromuscular 
disorder  that  attacks  adults  in  the 
prime  of  life.  Right  now,  no  cure  is 
known.  But  the  Muscular  Dystrophy 
Association  has  launched  an  all-out 
assault  against  this  dread  disease. 

MDA  has  developed  the 
world's  largest  integrated  ALS  re- 
search and  patient  services  program. 

The  Association  has  established  five 


major  ALS  research  centers  and  maintains  some 
230  clinics  to  help  people  with  ALS  and  other 
neuromuscular  disorders.  And  MDA  is  the  only 
voluntary  health  agency  that 
provides  patients  with  a wide  range 
of  medical  care  and  equipment  free 
of  charge. 

You  can  help  MDA  fight  ALS 
and  dozens  of  other  neuromuscular 
disorders  by  making  a tax-deductible 
donation  to  the  Association.  You 
can  even  specify  that  your  check  is 
to  be  used  exclusively  to  benefit 
ALS  patients. 

There  are  20,000  ALS  patients 
in  America  who  can't  write  checks  or 
even  read  this  ad  out  loud.  Please 
send  your  contribution  to  MDA  today. 


Lou  Gehrig 

Yntikee's  Hall-of-Faiiicr 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Ghairman 

To  make  a donation  or  bequest  to  MDA,  or  for  more  information  on  MDA  and  ALS,  write  to: 

Muscular  Dystrophy  Association,  810  Seventh  Avenue,  New  York,  NY  W019.  Or  contact  your  local  MDA  office. 


MDA®  is  a registered  service  mark  of  Muscular  Dystrophy  Association.  Inc. 
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R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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I would  like  to  take  this  opportunity  to  inform 
you  of  several  key  issues  we  have  been  engaged 
in  on  your  behalf. 

In  response  to  a tragic  case  in  which  a three- 
year-old  boy  died  as  a result  of  denial  of  needed 
medical  attention  based  upon  the  religious 
beliefs  of  his  parents,  the  Board  of  Trustees 
approved  guidelines  that  have  been  disseminated 
to  all  hospital  ethics  committees,  legal  counsel, 
medical  staff  presidents  and  administrators  in 
the  state. 

The  Board  has  approved  the  exclusive  endorse- 
ment of  PHICO  to  be  retroactive  to  the  December 
of  last  year.  The  proposed  arrangement,  which 
provides  for  active  involvement  by  the  Society  in 
underwriting,  risk  management  and  claims 
review  activities,  has  been  successfully 
negotiated,  and  we  are  currently  awaiting 
PHICO’s  reply. 

In  response  to  legislation  which  would  require 
the  mandatory  screening  of  all  physicians  for 
HIV,  the  Society  has  proposed  a voluntary 
program  of  providing  assistance  to  physicians 
who  are  HIV  positive  through  the  Physicians’ 
Health  Committee.  Proposed  legislation  is  being 
drafted  for  introduction  in  next  year’s  legislative 
session.  Also,  the  Board  has  voted  to  support,  in 
concept,  a change  in  Delaware  laws  to  permit 
universal  screening  of  pregnant  women  for 
syphilis  and  HTV  infection  during  the  first 
trimester  and  at  the  time  of  delivery. 

When  the  Society  received  word  back  in 
February  that  the  U.S.  Air  Force  was  considering 
the  discontinuation  of  obstetrical  services  at  the 
Dover  Air  Force  Base,  I immediately  com- 
municated with  our  Congressional  Delegation  in 
Washington,  DC,  informing  them  of  the  critical 
shortage  of  obstetricians  in  Kent  County  and 
urging  their  assistance  in  objecting  to  this 
proposal.  As  a result,  in  April  we  were  notified 
that  the  decision  was  made  to  continue  the  OB 
service  at  the  base. 

Last  year,  Immediate-Past  President  William 
H.  Duncan,  M.D.,  established  the  Ad  Hoc  Commit- 
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tee  on  Strategic  Planning.  I have  been  pleased  to 
co-chair  this  important  activity  along  with  Dr. 
Duncan  over  four  lengthy  and  productive  sessions 
this  year.  The  result  has  been  the  development  of 
a proposed  Strategic  Plan  for  the  Medical  Socie- 
ty of  Delaware.  The  membership  will  soon  have 
an  opportunity  to  comment  on  the  proposed  plan. 

The  Society’s  legislative  activities  during  the 
current  session  include:  the  endorsement  of  the 
Delaware  Academy  of  Physician  Assistants  for 
Society-sponsored  legislation  to  provide  for  the 
licensure  of  physician’s  assistants;  the  introduc- 
tion of  Society-sponsored  legislation  to  clarify  the 
role  of  a physician’s  estate  in  the  disposition  of  his 
or  her  medical  records;  and  enacted  seat  belt 
legislation  on  which  I personally  testified  before 
the  Senate.  Bills  currently  pending  for  which 
there  has  been  an  enormous  effort  by  the  Socie- 
ty through  personal  testimony  and  direct 
communication  with  key  legislators  include:  a 
bill  to  allow  access  to  physical  therapists  without 
a physician’s  referral  and  a bill  to  allow  prescrip- 
tive privileges  by  optometrists. 

Finally,  the  Society  is  gearing  up  to  play  a key 
role  in  addressing  a significant  public  health 
issue  facing  Delaware  and  the  rest  of  the  nation. 
Access  to  needed  medical  care  for  the  80,000 
Delawareans  with  no  health  insurance  is 
reaching  a critical  stage.  Tb  address  the  myriad 
of  issues  surrounding  this  public  health  priority, 
I have  formed  Health  Access  Delaware,  an  impor- 
tant new  task  force  comprised  of  the  leaders  of  the 
medical  profession  in  Delaware.  Health  Access 
Delaware  is  not  intended  to  be  a short-term  fix 
to  this  complex  problem,  but  rather  an  initiative 
through  which  physicians  can  assert  a leadership 
role  in  finding  long-term,  practical  solutions  for 
the  betterment  of  all  Delawareans. 

The  challenges  lie  ahead,  but  together  I am 
confident  we  can  make  a difference  to  our 
patients  and  our  profession. 

Ali  Z.  Hameli,  M.D. 
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GRAND  ROUNDS 


Legionnaires'  Disease 


John  Reinhardt,  M.D. 


CASE  PRESENTATION 

Jack  Newman,  M.D. 

The  patient  is  a previously  healthy  40-year-old 
white  male  who  presented  to  the  emergency  room 
with  a complaint  of  abdominal  pain  of  approx- 
imately five  days’  duration.  More  recently,  he  had 
also  developed  progressive  confusion  and  falling 
episodes.  Co-workers  stated  that  upon  the  day  of 
admission,  he  appeared  flushed  and  diaphoretic 
and  seemed  to  be  having  visual  hallucinations. 
They  also  noted  that  the  patient  had  difficulty 
walking  secondary  to  lack  of  coordination. 

The  patient  was  divorced.  He  had  smoked  one 
pack  of  cigarettes  per  day  for  20  years  and  drank 
approximately  two  to  six  beers  per  day.  There  was 
no  history  of  intravenous  drug  abuse  or  homo- 
sexuality. He  was  employed  as  a carpenter.  He 
had  had  recent  dental  work. 

On  physical  examination,  he  was  a diaphoretic, 
ill-appearing  white  male.  Vital  signs  were  signifi- 

Presented  at  Medical  Grand  Rounds,  Depeirtment  of  Medicine,  Medical  Center 
of  Delaware  on  January  17,  1991. 

Dr.  Reinhardt  is  a member  of  the  Associate  Staff,  Department  of  Medicine,  Sec- 
tion of  Infectious  Disease,  Medical  Center  of  Delaware,  and  a Clinical  Assistant 
Professor  of  Medicine  at  Jefferson  Medical  College. 

Dr.  Newman  is  a second-year  resident  in  the  Department  of  Medicine,  Medical 
Center  of  Delaware 


cant  for  a respiratory  rate  of  28,  a regular  pulse 
of  120,  and  an  oral  temperature  of  40.5  degrees 
Centigrade.  The  posterior  pharynx  was 
hyperemic.  The  chest  exam  revealed  scattered 
bilateral  rhonchi  and  decreased  breath  sounds  in 
the  right  base  without  signs  of  consolidation. 
There  was  a 1-2/6  systolic  ejection  murmur  at  the 
left  sternal  border  without  radiation.  The 
abdomen  was  soft  and  nontender  without 
organomegaly  or  palpable  masses.  An  abrasion 
was  noted  on  the  left  lower  leg  without  associated 
cellulitis.  On  neurologic  examination  the  patient 
was  disoriented  to  date  and  unable  to  perform 
serial  7’s.  His  speech  was  dysarthric,  and  there 
was  an  upgoing  right  toe.  There  were  no  other 
focal  neurologic  findings. 

The  serum  sodium  was  131  meq/1,  BUN  20 
mg/dl,  and  creatinine  1.6  mg/dl.  The  white  blood 
cell  count  was  9,600  cells  per  cu.  mm.  with  80 
percent  polymorphonuclear  neutrophils  and  7 
percent  band  forms.  The  SCOT  was  438  and  LDH 
1352.  The  p02  was  56  on  room  air  with  a pH  of 
7.56  and  a pC02  of  24.  Chest  x-ray  revealed  a 
right  middle  lobe  infiltrate.  Computerized 
tomography  of  the  head  was  normal. 

The  patient  was  admitted  to  the  Intensive  Care 
Unit  and  started  on  ticarcillin/clavulanate, 
gentamicin,  and  erythromycin  1 gram  IV  Q 6 
hours.  Blood  cultures  and  throat  cultures  failed  to 
grow  an  organism.  A lumbar  puncture  revealed 
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a protein  of  39  and  glucose  of  94.  There  were  22 
white  blood  cells  seen  in  the  cerebrospinal  fluid, 
with  6 percent  neutrophils,  35  percent 
lymphocytes,  and  28  percent  monocytes.  No 
organisms  were  seen  on  gram  stain. 

On  hospital  day  #2,  a test  for  Legionella  urinary 
antigen  was  noted  to  be  positive,  and  gentamicin 
and  ticarcillin/clavulanate  were  discontinued. 
The  patient  remained  confused  until  hospital  day 
#8.  On  hospital  day  #11,  the  patient  was  still 
febrile,  and  rifampicin  600  mg  daily  was  added. 
Liver  function  tests  gradually  returned  to 
normal.  Serial  chest  x-rays  revealed  dense  con- 
solidation in  the  right  upper  and  middle  lobes, 
with  the  possibility  of  collapse  of  a lung  segment 
with  a questionable  post-obstructive  process. 
There  was  no  evidence  of  malignancy  or  obstruc- 
tion on  bronchoscopy. 

The  possibility  of  drug  fever  was  entertained, 
and  the  rifampicin  was  discontinued  on  hospital 
day  #19.  However,  the  patient  remained  febrile 
three  days  later.  After  an  infectious  disease 
consultation,  the  erythromycin  was  discontinued. 
The  patient  was  noted  to  have  a mild  throm- 
bophlebitis of  the  right  forearm  at  an  old  IV  site. 
Warm  compresses  were  applied  with 
improvement. 

The  patient  was  discharged  on  hospital  day  #24 
in  improved  condition,  having  been  afebrile  for 
48  hours. 

DISCUSSION 

John  F.  Reinhardt,  M.D. 

Although  Streptococcus  pneumoniae  is  the  most 
frequent  cause  of  clinically  significant  communi- 
ty acquired  pneumonia,  in  such  patients, 
Legionella  pneumophila  should  also  be  strongly 
considered.  In  a recent  prospective  study  in  a 
university  teaching  hospital  of  100  patients  with 
severe  community  acquired  pneumonia  requir- 
ing admission  to  a stepdown  or  intensive  care 
unit  because  of  hypoxemia,  37.5  percent  had 
Streptococcus  pneumoniae,  25  percent  gram- 
negative bacilli  (including  Hemophilus  influen- 
za), and  21.8  percent  Legionella  pneumophila} 

Legionnaires’  disease  was  first  recognized  in 
1976  after  221  people  who  had  attended  an 
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American  Legion  convention  in  Philadelphia 
contracted  pneumonia  three  to  five  days  after  the 
convention.  Thirty-four  of  these  patients  died. 
Retrospectively,  the  Center  for  Disease  Control 
has  dated  the  first  sporadic  case  of  legionnaires’ 
disease  back  to  1947.  From  1957  to  1974,  there 
were  six  additional  outbreaks  similar  to  that  at 
the  Bellevue-Stratford  and  clearly  identified  as 
secondary  to  Legionella  pneumophila. 

It  is  important  to  make  the  distinction  between 
legionnaires’  disease  and  Pontiac  fever  (Table  1). 
This  is  a flu-like  illness  with  upper  respiratory 
symptoms  of  mild  severity.  Pneumonia  is  not  pre- 
sent. It  was  first  identified  in  1967  when  55 
workers  in  the  public  health  office  in  Pontiac, 
Michigan,  contracted  an  upper  respiratory 
illness.  Because  the  patients  were  public  health 
employees,  serial  serum  specimens  could  be 
easily  obtained  at  six  and  12  weeks  after  the 
illness.  Convalescent  serum  samples  were 
identical  with  those  from  patients  with  legion- 
naires’ disease,  but  the  illness  was  much  less 
severe.  Approximately  95  percent  of  patients 
exposed  to  the  upper  respiratory  illness 
developed  symptoms,  as  opposed  to  30  percent  of 
people  exposed  to  legionnaires’  disease.  The 
incubation  period  is  also  much  shorter  --  one  to 
two  days  versus  two  to  10  days  for  legionnaires’ 
disease.  The  symptoms  of  legionnaires’  disease 
are  much  more  severe  than  the  mild  to  moderate 
respiratory  distress  seen  in  Pontiac  fever. 


Legionnaires' 

Pontiac 

Disease 

Fever 

Manifestations  Pneumonia 

Flu 

Severity  Severe 

Mild 

Attack  Rate  30% 

95% 

Incubation  Period  2-10  d 

1-2  d 

Table  1 . Comparison  of  legionnaires’  disease 
and  Pontiac  fever. 

Over  40  different  species  have  been  identified 
in  the  Legionella  family,  30  of  which  have  been 
named.  The  most  important  of  these  is  Legionella 
pneumophila,  which  accounts  for  90  percent  of 
the  cases  of  legionnaires’  disease.  In 
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the  species  Legionella  pneumophila,  there  are  15 
different  serum  groups.  Of  these,  serum  group  1 
causes  80  percent  of  all  cases  of  legionnaires’ 
disease.  Many  of  the  diagnostic  techniques  are 
directed  only  at  serum  group  1,  and  thus  some 
cases  of  legionnaires’  disease  can  be  missed. 

The  risk  factors  for  legionnaires’  disease  have 
been  well  defined.  In  large  outbreaks,  two-thirds 
of  affected  patients  are  either  smokers  or  have  an 
underlying  immunodeficiency.  Elderly  patients 
are  at  increased  risk,  as  are  patients  with  chronic 
obstructive  pulmonary  disease  or  diabetes. 

The  clinical  features  have  been  clearly  describ- 
ed as  a result  of  the  multiple  outbreaks  of  the  past 
50  years.^  After  a two-  to  10-day  incubation 
period,  significant  constitutional  symptoms 
develop,  including  malaise,  chill,  headache,  and 
anorexia.  An  unremitting  fever  to  as  high  as  40 
degrees  Centigrade  may  be  present  in  association 
with  a relative  bradycardia.  A few  days  after 
these  nonspecific  symptoms  appear,  cough  and 
pulmonary  infiltrates  develop.  Over  90  percent  of 
patients  with  legionnaires’  disease  develop 
pulmonary  infiltrates.  In  the  absence  of 
infiltrates,  if  positive  diagnostic  studies 
iorLegionella  are  obtained,  the  diagnosis  of 
Pontiac  fever  should  be  considered. 

Although  today’s  patient  did  not  have  a fever- 
pulse  discrepancy,  this  can  be  a helpful  sign  in 
diagnosing  legionnaires’  disease  clinically. 
Generally  the  pulse  should  increase  by  at  least 
10  beats  per  minute  for  every  degree  above  98.6 
degrees  Fahrenheit,  or  about  15  to  20  beats  per 
minute  for  each  degree  increment  above  37 
degrees  Centigrade.  A relative  bradycardia  can 
also  be  seen  in  patients  with  tularemia  or  with 
Salmonella  infection,  but  certainly  legionnaires’ 
disease  should  be  strongly  considered  when  this 
clinical  clue  is  present. 

The  initial  cough  can  be  mild  and  unproductive, 
but  as  the  disease  progresses,  purulent  sputum 
is  produced.  Slight  hemoptysis  may  be  present. 
Pleuritic  pain  is  common,  and  small  pleural  ef- 
fusions are  frequently  seen.  There  have  been  rare 
reports  of  pneumothoreix  and  empyema,  but  these 
may  have  been  related  to  other  underlying  con- 
ditions. 
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There  are  no  distinctive  radiographic  findings. 
Investigators  initially  thought  that  an  acinar  fill- 
ing pattern  with  consolidation  was  characteristic 
of  infection  with  Legionella  pneumophila,  but  this 
has  not  been  found  to  be  the  case.  Legionella  mic- 
dadei,  which  may  be  the  second  most  common 
cause  of  legionnaires’  pneumonia  after  Legionella 
pneumophila,  has  been  thought  to  have  a 
characteristically  nodular  pattern  on  chest  x-ray. 
However,  recent  reports  document  other 
radiographic  manifestations  of  Legionella  mic- 
dadei.  Thus,  in  a patient  with  a suspected 
“atypical  pneumonia”  who  has  a nonproductive 
cough  with  a high  fever,  legionnaires’  disease 
must  always  be  considered;  the  spectrum  of 
pulmonary  manifestations  and  radiographic  ab- 
normalities is  so  broad  that  the  disease  cannot 
usually  be  ruled  out  on  clinical  grounds  alone. 

Gastrointestinal,  neurological,  and  renal 
manifestations  are  often  present  and  may  help  to 
distinguish  this  form  of  pneumonia  from  other 
forms  of  atypical  community  acquired  or 
nosocomial  pneumonia.  Today’s  patient 
presented  with  abdominal  pain,  an  unusual 
symptom  of  the  disease.  The  most  common 
gastrointestinal  manifestation  is  diarrhea, 
which  occurs  in  approximately  50  percent  of 
patients.  Usually  the  diarrhea  is  watery,  without 
blood  or  mucous,  and  is  associated  with  minimal 
or  no  abdominal  pain.  Nausea  and  vomiting  are 
seen  in  one-third  of  patients.  Other  rare 
gastrointestinal  manifestations  of  legionnaires’ 
disease  include  hepatitis,  hepatomegaly,  and 
peritonitis,  and  perirectal  abscess.  Appendiceal 
abscesses  in  association  with  legionnaires’ 
disease  have  been  reported,  especially  in 
children. 

A change  in  mental  status,  seen  in  today’s  pa- 
tient, is  the  most  common  neurologic  manifesta- 
tion and  is  thought  to  be  secondary  to 
encephalopathy.  Headache  is  frequent,  and  may 
be  quite  severe.  The  spinal  fluid  in  today’s  patient 
contained  an  abnormal  number  of  white  blood 
cells.  Usually,  however,  patients  with  legion- 
naires’ disease  have  normal  cerebrospinal  fluid 
findings  on  lumbar  puncture.  Approximately  8 
percent  of  patients  present  with  signs  of 
cerebellar  dysfunction,  including  ataxia, 
nystagmus,  dysarthria,  and  tremor.  There  are  two 
reports  of  patients  who  died  from  legionnaires’ 
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disease  in  whom  gram  negative  rods  were  seen 
in  cerebellar  tissue  at  autopsy.  However, 
organisms  could  not  be  cultured  from  the  tissue. 
Seizures  have  rarely  been  reported.  Neurologic 
dysfunction  secondary  to  legionnaires’  disease  is 
not  always  reversible:  patients  can  have  perma- 
nent impairment  of  memory,  ataxia,  or 
peripheral  neuropathy.^ 

Multiple  renal  manifestations  have  been 
described.  Proteinuria,  hematuria,  pyuria,  and 
decreasing  renal  function  to  the  point  of  anuria 
have  been  reported.  Pyelonephritis  and  rapidly 
progressive  glomerulonephritis  have  also  been 
described.  Rhabdomyolysis  with  associated 
myoglobinuria  is  a rare  but  important  condition 
associated  with  the  disease.  Legionella  can  also 
cause  myocarditis,  pericarditis,  and  endocarditis, 
both  in  native  and  prosthetic  valves.‘‘ 

Laboratory  evaluation  of  the  patient  usually 
reveals  a mild  leukoc3d:osis,  although  occasional- 
ly leukopenia  is  seen.  Thrombocytopenia  can 
occur,  and  disseminated  intravascular  coagula- 
tion, hemolysis,  and  thrombotic  thrombocytopenic 
purpura  have  been  reported.  It  is  uncertain 
whether  these  are  direct  manifestations  of 
Legionella  infection  or  the  result  of  the  severity 
of  the  disease.  The  urinalysis  is  often  abnormal, 
as  previously  discussed.  Mild  hyponatremia,  as 
in  today’s  patient,  is  frequent,  and  is  most  often 
a reflection  of  the  syndrome  of  inappropriate 
ADH.  Hypophosphatemia  occurs  in  approx- 
imately 18  percent  of  patients,  but  is  still 
relatively  unexplained.  Liver  enzymes  are 
frequently  elevated,  again  most  likely  secondary 
to  overwhelming  sepsis  rather  than  to  the 
organism  itself. 

Barbara  Reichwein  will  now  discuss  laboratory 
techniques  for  diagnosis  of  the  Legionella  infection. 

Barbara  Reichwein:  For  Legionella  culture, 
specimens  should  be  sent  to  the  laboratory  in 
sterile  containers.  At  least  one  reference  in  the 
Manual  of  Clinical  Microbiology  suggests  that 
saline  or  lidocaine  can  inhibit  the  growth  of 
Legionella  organisms.  Buffered  charcoal  yeast 
extract  agar  containing  alpha-ketoglutarate  and 
the  nutrient  cysteine  is  necessary  for  growth. 

Barbara  Reichwein  is  Manager,  Section  of  Microbiology,  at  the  Medical  Center 
of  Delaware. 
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Most  specimens  are  plated  directly  to  this  agar. 
In  addition,  before  plating,  specimens  of  sputum 
or  tissue  are  often  diluted  1:10  to  dilute  out 
inhibitory  substances.  We  use  two  different  types 
of  agar,  one  which  contains  polymyxin  and 
vancomycin  to  inhibit  respiratory  flora  and 
anisomycin  to  inhibit  yeast,  and  a second  which 
contains  cefamandol  to  inhibit  respiratory  flora. 
This  also  will  inhibit  some  Legionella  species, 
including  Legionella  micdadei.  Cultures  are  in- 
cubated for  up  to  10  days  at  35  degrees  Cen- 
tigrade. They  are  read  periodically  during  this 
10-day  incubation.  It  takes  Legionella  about  72 
hours  to  appear  on  culture  media,  so  preliminary 
reports  are  sent  within  72  hours.  Colonies  are 
initially  1 to  2 mm.  in  size.  Legionella 
pneumophila  is  a bluish-white  colony,  sometimes 
with  a pink  hue.  We  use  a dissecting  microscope 
to  look  at  our  agar  plates  so  we  can  detect  the 
Legionella  as  early  as  possible.  Culture  detects  all 
types  of  Legionella.  It  costs  $56.  Currently  we 
perform  an  average  of  30  cultures  per  month. 

The  most  frequently  ordered  diagnostic  test  for 
Legionella  at  the  Medical  Center  of  Delaware  is 
the  Legionella  urinary  antigen  test.  We  current- 
ly perform  about  50  of  these  per  month.  It  costs 
$63  and  detects  only  Legionella  pneumophila 
serum  group  1 . During  the  past  five  years,  all  of 
our  positive  cultures  for  Legionella  have  been 
Legionella  pneumophila  serum  group  1.  The 
Legionella  urine  antigen  test  requires  that  urine 
be  in  a sterile  container.  It  can  be  refrigerated  at 
2 to  8 degrees  Centigrade  after  collection  but 
should  be  transported  to  the  laboratory  as  soon 
as  possible.  Soluble  Legionella  antigen  in  the 
urine  is  stable  for  up  to  14  days  at  that 
temperature. 

The  Legionella  urinary  antigen  test  is  a solid 
phase  radioimmunoassay  using  Iodine.  The 
urine  sample  is  placed  in  a test  tube  coated  with 
polyclonal  rabbit  IgG  antibody  to  Legionella 
pneumophila  serum  group  1.  Any  Legionella 
pneumophila  antigen  present  in  the  specimen 
attaches  to  this  antibody.  A detector  antibody,  a 
radioactive  form  of  Legionella  pneumophila 
serum  group  1 polyclonal  rabbit  antibody  is  then 
added.  If  the  initial  immune  reaction  took  place, 
this  detector  also  attaches  to  the  antigen.  The 
radioactivity  bound  to  the  tube  is  then  measured 
in  a scintillation  counter. 
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A physician:  Is  the  test  performed  daily? 

Barbara  Reichwein:  Legionella  urinary  antigen 
testing  is  offered  on  Tuesdays  and  Thursdays. 
Cultures  are  read  as  frequently  as  possible  Mon- 
day through  Friday. 

A physician:  Of  the  50  Legionella  urinary  antigen 
tests  per  month,  how  many  are  positive? 

Barbara  Reichwein:  Last  year  we  had  two  positive 
cultures  for  Legionella  and  15  positive  tests  for 
Legionella  urinary  antigen. 

John  Reinhardt,  M.D.:  lb  make  the  diagnosis  of 
legionnaires’  disease,  the  CDC  criteria  require 
the  presence  of  the  clinical  symptoms  previous- 
ly discussed,  plus  one  valid  laboratory  test. 
Microbiologic  culture  will  pick  up  all  serum 
groups  of  Legionella  pneumophila,  as  well  as 
Legionella  micdadei,  in  the  discs  which  are  not 
impregnated  with  cefamandol.  However,  if  cys- 
teine is  not  added  to  the  alpha-ketoglutarate  buf- 
fer charcoal  yeast  extract  agar,  a false  negative 
will  result.  The  demonstration  of  a fourfold  an- 
tibody rise  by  serology  was  previously  used  to 
make  the  diagnosis  before  the  advent  of  testing 
for  Legionella  urinary  antigen.  Seroconversion 
usually  requires  a minimum  of  three  weeks, 
sometimes  up  to  eight  weeks  in  the  elderly,^  so 
that  the  diagnosis  becomes  a retrospective  one. 
In  addition,  antibody  titers  are  only  measured 
against  Legionella  pneumophila  serum  groups  1 
through  7. 

In  the  direct  fluorescent  antibody  test,  a 
fluorescent  antibody  is  directed  against  sputum, 
pleural  fluid,  or  tissue.  Usually  testing  is  done  for 
serum  groups  1 through  4 or  1 through  7.  This 
test  is  operator  dependent,  very  time  consuming, 
and  expensive.  In  the  last  year,  there  were  no 
positive  tests  using  this  procedure  at  the  Medical 
Center  of  Delaware,  and  most  medical  centers,  in- 
cluding ours,  do  not  routinely  perform  the  test  at 
the  present  time. 

As  Barbara  mentioned,  the  Legionella  urinary 
antigen  test  is  increasingly  becoming  the  most 
frequently  performed  screening  test.  This  readi- 
ly performed  procedure  tests  for  the  presence  of 
Legionella  pneumophila  serum  group  1 in  the 
urine.®  It  is  positive  within  a few  days  of  infec- 


tion, with  the  results  available  within  hours.  The 
test  can  remain  positive  for  as  long  as  a year  after 
infection,  so  that  the  patient’s  clinical  presenta- 
tion must  be  kept  in  mind  when  the  test  is 
positive. 

Tbble  2 reviews  the  sensitivity  and  specificity 
of  these  tests.  In  addition  to  the  tests  previously 
discussed,  the  sensitivity  and  specificity  of  blood 
cultures  are  also  listed.  Legionella  is  an  in- 
tracellular organism  and,  unless  white  blood 
cells  are  concentrated  and/or  broken  down,  blood 
cultures  are  likely  to  be  negative.  At  the  Medical 
Center,  upon  special  request,  blood  is  cultured 
directly  from  Du  Pont  isolators  to  charcoal  yeast 
extract  agar.  The  sensitivity  of  blood  cultures  for 
Legionella  is  20  percent  in  our  institution,  but 
positive  results  generally  show  up  24  hours  prior 
to  positive  sputum  cultures. 


Sensitivity 

Specificity 

Test 

(%) 

(%) 

Culture 

Sputum 

50-70 

100 

Blood 

20 

100 

Serology 

70-96 

96-99 

D.F.  Antibody 

25-80 

96-99 

Urine  Antigen 

75-90 

95-99 

Table  2.  Comparison  of  diagnostic  tests  for 

legionnaires’  disease. 

The  ecology  of  Legionella  has  been  well  defin- 
ed. The  organism  is  ubiquitous  in  water,  having 
been  found  in  fresh  water  lakes,  streams,  and  in 
icelets  from  the  top  of  Mt.  Saint  Helen’s. 
Transmission  is  via  aerosolized  drops  of  water, 
which  can  be  produced  by  air  conditioners, 
heaters,  humidifiers,  showers,  etc. 

In  the  past  two  years,  it  has  been  clearly  shown 
that  the  number  of  organisms  rapidly  increases 
within  amoebae  and  other  protozoa.  The  associa- 
tion between  legionnaire’s  disease  and  shower 
use  can  be  explained  because  of  this 
phenomenon.  In  a South  Dakota  hospital  with  26 
cases  of  legionnaires’  disease  over  three  and  a 
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half  years,  investigators  from  the  CDC  identified 
the  use  of  a showers  as  a risk  factor.  They  were 
then  able  to  culture  Legionella  in  two  different 
forms  of  amoebae  found  in  the  shower  heads.  The 
presence  of  amoebae  presumably  provided  a large 
enough  inoculum  of  Legionella  to  subsequently 
effect  people  when  water  was  aerosolized  from 
the  shower  head. 

Nosocomial  outbreaks  of  legionnaire’s  disease 
have  been  reported  frequently  in  hospitals.  When 
these  occur,  the  number  of  Legionella  in  the  water 
supply  must  be  lowered,  and  in  addition,  efforts 
must  be  directed  towards  killing  amoebae. 
Several  different  approaches  have  been  tried. 
Superheating  the  water  supply  to  60  degrees 
Centigrade  will  kill  both  Legionella  and 
amoebae.  However,  as  soon  as  the  temperature  is 
lowered,  the  organisms  appear  again,  particular- 
ly in  the  blind  loops  of  the  plumbing.  Hyper- 
chlorination is  effective  in  eradicating  Legionella 
and  amoebae  but  can  significantly  damage 
hospital  plumbing  systems.  Exposing  the  water 
supply  to  ultraviolet  light  has  also  been  tried 
with  limited  success.^ 

It  is  important  when  outbreaks  of  legionnaires’ 
disease  occur  to  decide  if  the  organisms  are  com- 
ing from  a common  source.  Through  the  use  of  gel 
electrophoresis,  ribotyping,  or  autoradiography 
techniques,  investigators  are  able  to  determine 
if  the  organisms  causing  disease  in  a hospital  are 
identical  and  thus  in  all  likelihood  from  the  same 
source.  For  example,  at  Stanford  recently  a 
cluster  of  Legionella  sternal  wound  infections 
from  post-operative  coroneuy  patients  was  shown 
to  be  due  to  topical  exposure  to  contaminated  tap 
water  in  the  recovery  room  when  nurses  washed 
iodine  off  of  the  patients’  chests.  This  is  the  same 
institution  with  reported  cases  of  prosthetic  valve 
endocarditis.  Through  the  use  of  probe  techni- 
ques, the  strains  involved  were  found  to  be  iden- 
tical, and  both  outbreaks  have  now  been  linked 
to  two  sinks  in  the  ICU  recovery  room.  The  pro- 
blem is  currently  being  addressed. 

I have  examined  the  Legionella  isolates  from 
cultures  at  the  Medical  Center  of  Delaware.  Of 
the  15  strains  which  I tested,  none  were  similar. 
Thus  the  cases  here  are  almost  certainly  com- 
munity acquired  rather  than  nosocomial. 
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The  fact  that  Legionella  is  an  intracellular 
organism  explains  why  erythromycin  is  an  effec- 
tive antibiotic  against  legionnaires’  disease.  This 
antibiotic  is  able  to  penetrate  the  white  blood 
cells  in  which  Legionella  resides.  In  early  out- 
breaks, the  survival  of  patients  receiving  higher 
doses  of  erythromycin  intravenously  (1  gram 
every  six  hours)  was  clearly  improved.  Because 
of  significant  side  effects  to  erythromycin,  in- 
cluding severe  phlebitis,  investigators  have  look- 
ed for  other  effective  antibiotics.  In  the  animal 
model  of  legionnaire’s  disease,  rifampicin  is  the 
best  antimicrobial  agent.  However,  resistance 
can  develop  rapidly;  thus,  most  infectious  disease 
experts  do  not  recommend  that  it  be  used  alone. 
There  has  never  been  a controlled  clinical  trial 
comparing  the  use  of  erythromycin  alone  to  the 
combination  of  erythromycin  with  rifampicin. 

Tetracyclines  are  a distant  alternative 
to  erythromycin.  In  the  animal  model,  after 
rifampicin,  the  next  drug  of  choice  is 
trimethoprim/sulfamethoxazole.  Immunocom- 
promised patients  who  are  already  on 
trimethoprim/sulfamethoxazole  for  empiric 
treatment  of  pneumocytis  probably  have  adequate 
coverage  for  Legionella  as  well. 

Investigators  are  looking  carefully  at  the 
effectiveness  of  quinolones  in  the  treatment  of 
legionnaires’  disease.®’®  There  is  promise  that 
intravenous  ciprofloxacin  or  some  of  the  new 
oxyquinolones  may  prove  to  be  effective,  but  the 
data  is  still  premature. 

A physician:  If  a patient  is  identified  as  having 
legionnaires’  disease,  should  his  or  her  home 
water  system  or  air  conditioner  be  checked? 

Dr.  Reinhardt:  This  is  a common  problem.  The 
take-home  message  is  “healthy  patients  usually 
don’t  get  legionnaires’  disease.”  The  CDC  recom- 
mends that  if  the  patient  has  predisposing 
factors,  and  if  you  think  the  likelihood  of  an  out- 
break is  small,  no  efforts  should  be  undertaken 
to  look  for  the  organism.  Since  Legionella  is  so 
ubiquitous,  it  will  almost  certainly  be  found. 
Water  supplies  must  then  be  treated  with  hyper- 
chlorination or  superheat,  not  always  effective 
but  certainly  always  expensive. 
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A physician:  What  is  the  mechanism  for  the 
neurologic  manifestations  of  legionnaires’ 
disease? 

Dr.  Reinhardt:  No  one  knows,  just  as  no  one 
understands  why  50  percent  of  patients  present 
with  disurhea,  and  33  percent  with  nausea  and 
vomiting. 

A physician:  What  is  the  rate  of  antibody  positivi- 
ty in  the  population  as  a whole? 

Dr.  Reinhardt:  One  to  2 percent  of  patients  tested 
will  have  antibodies  to  Legionella. 

A physician:  In  view  of  the  ubiquitous  nature  of 
this  organism,  how  do  you  explain  sudden, 
devastating  outbreaks  such  as  the  one  in 
Philadelphia? 

Dr.  Reinhardt:  It  may  have  something  to  do  with 
the  degree  of  aerosolization.  We  also  do  not  know 
why  some  patients  exposed  to  Legionella  develop 
legionnaire’s  disease,  while  other  patients  expos- 
ed to  the  same  organism  develop  Pontiac  fever. 

A physician:  Are  there  any  infection  control 
precautions  we  should  take  when  a patient  has 
legionnaire’s  disease? 

Dr.  Reinhardt:  No.  There  has  never  been  a reported 
case  of  legionnaire’s  disease  caused  by  human-to- 
human  transmission. 


A physician:  Do  you  recommend  ordering  urine 
antigen  and  sputum  and  blood  cultures  on  every 
patient  suspected  of  having  legionnaire’s  diseaise? 

Dr.  Reinhardt:  Yes.  The  urine  antigen  will  give  you 
a quick  answer  if  you  are  dealing  with  the  most 
common  cause  of  legionnaire’s  disease,  Legionella 
pneumophila  serum  group  1.  It  will  not  be 
positive  in  patients  with  disease  caused  by  other 
isolates  such  as  Legionella  micdadei.  Incidental- 
ly, the  symptoms  produced  by  Legionella  mic- 
dadei are  less  devastating,  but  some  patients  do 
die  from  infection  with  this  isolate,  which  was 
previously  called  the  Pittsburgh  Pneumonia 
Agent. 
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The  Grazer 
Hand  Goiter 

^the^proach, 
services  and  credentials 
you're  looking  for. 


If  your  client  or  patient  is  one  of 
thousands  who  live  with  hand  pain  or 
dysfunction  because  of  an  accident, 
bums,  work-related  injuiy,  arthritis  or 
other  causes,  contact  Crozer's  Hand 
Center. 

The  Crozer  Hand  Center  provides 
comprehensive  assessment  and 
rehabilitative  services  for  hand 
injuries  including  Medical  Legal 
Consultative  Sei'vices.  Our  approach 
includes  consultative  sefvices  with  a 
complete  medical  examination 
conducted  by  a comprehensive  team 
of  board  ceitified  physicians  and 
allied  health  professionals  to  provide 
optimal,  objective  data  regarding 
physical  abilities,  specific 
work  activity  peifomiance 


and  pain  management. 

Within  48  hours,  our  report  and 
recommendations  for  an 
individualized  treatment  program, 
designed  to  assist  the  patient  in 
regaining  hand  use,  is  forwarded  to 
you.  Referral  to  other  medical 
specialists  available  at  Crozer  may  be 
suggested,  based  on  assessment 
findings. 

Sei'vices  include  a 
Functional/Capacity  Evaluation, 
Work  Hardening  Program, 

Job  Simulation  Activities  and  Job 
Site  Analysis. 

Call  the  Crozer  Hand  Center  today 
at  215-447-6619  for  an  appointment 
or  for  more  information. 
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Abstract 

A one-year  study  was  undertaken  investigating 
adolescent  sports  injury  experiences  at  a major 
sports  clinic  in  the  state  of  Delaware.  A total  of 
619  athletes  sustained  870  injuries,  for  an  overall 
injury  rate  of  1.4  injuries  per  athlete.  The  largest 
number  of  injuries  was  recorded  in  football  (40.2 
percent),  followed  by  boys’  soccer,  wrestling, 
baseball  and  girls’  basketball.  Severity  of  injury 
was  measured  by  the  number  of  days  lost  per  in- 
jury. Cheerleading  had  the  highest  average  days 
lost  per  injiiry  (28.8),  followed  by  girls’  basketball, 
wrestling,  boys’  cross-country  and  girls’  tennis. 
Inflammation,  fractures  and  dislocations  com- 
prised 50.6  percent  of  all  the  injuries,  while  50.5 
percent  of  the  injuries  were  located  in  the  knee, 
thigh,  and  shoulder.  Twenty-seven  of  the  870  in- 
juries required  surgery. 


Dr.  Axe,  an  orthopaedic  surgeon,  is  the  Director  of  the  All  Sports  Clinic  of  Delaware 
and  the  founder  of  the  Delaware  Sports  and  Medicine  Foundation. 

Dr.  Newcomb  is  an  orthopaedic  surgeon  and  a team  physician. 

Ms.  Warner  is  a research  assistant. 
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Introduction 

The  health  status  of  adolescents  in  sports  has 
become  increasingly  important  to  the  medical 
community  in  recent  years.  Growing  numbers  of 
sports  medicine  clinics,  programs,  and  journal 
articles  indicate  this  concern.  There  are  now  5 
million  adolescent  athletes  participating  in  high 
school  sports,  with  adolescent  defined  as  ages  12 
through  18.  Large  numbers  of  practices  and 
games,  accompanied  by  a shortage  of  athletic 
trainers  in  many  states,  including  Delaware,  has 
lead  to  inadequate  medical  supervision  for 
scholastic  athletes.  A significant  need  exists  for 
better  documentation  of  epidemiologic  informa- 
tion, including  types  of  injuries,  severity  of 
injxiries,  and  any  other  vital  information.®"®  This 
study  provides  one  clinical  experience  concern- 
ing adolescent  athletes  and  their  injuries. 

Methods 

All  subjects  studied  were  Delaware  athletes  14 
to  18  years  old.  The  prospective  study  took  place 
from  June  1989  through  June  1990.  An  injury 
survey  form  was  completed  for  each  athlete  and 
included  the  sport  involved,  date  of  visit,  athlete’s 
school,  diagnosis,  treatment.  X-ray  results. 
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further  studies  (if  necessary),  date  permitted  to 
return  to  play/practice,  physical  therapy  (if 
necessary),  and  date  of  next  appointment.  The 
“further  studies”  section  indicated,  for  example, 
if  a bone  scan  or  a cybex  evaluation  was  needed. 

An  injury  was  defined  as  any  incident  resulting 
from  athletic  participation  that  prevented  an 
athlete  from  practicing  or  competing  for  any 
period  of  time  during  the  athletic  season.  The 
date  of  the  athlete’s  return  to  play/practice  (when 
the  athlete  could  participate  without  restrictions) 
was  recorded  on  the  sports  injury  sheet.  The 
information  from  the  sports  injury  sheets  and 
patient  files  was  transferred  to  an  injury  log.  The 
injury  log  contains  a composite  of  each  athlete 
categorized  by  school. 

Results 

The  observation  of  23  sports  is  shown  in  Table 

1.  A collective  total  of  619  athletes  sustained 
injuries,  137  girls  and  482  boys.  Boys  and  girls 
competed  separately  in  eight  sports:  gymnastics, 
basketball,  cross-country,  soccer,  track,  tennis, 
swimming,  and  lacrosse.  The  boys  competed  in 
football,  wrestling,  baseball,  and  golf,  while  girls 
competed  in  volleyball,  softball,  field  hockey,  and 
cheerleading.  Miscellaneous  sports  included  gym 
class,  street  hockey  and  crew. 

The  619  athletes  received  870  injuries,  giving 
an  overall  injury  rate  of  1.4  inj\iries  per  athlete. 
Several  athletes  had  more  than  one  problem  with 
each  injury.  The  largest  percent  of  injuries  was 
recorded  in  football  (40.2  percent),  followed  by 
boys’  soccer  (9.2  percent),  wrestling  (8.4  percent), 
baseball  (8.2  percent),  and  girls’  basketball  (4.5 
percent).  Seven  sports  had  less  than  1 percent  of 
the  overall  injuries:  girls’  and  boys’  tennis  and 
lacrosse,  boys’  swimming,  girls’  soccer,  and 
cheerleading. 

The  severity  of  injuries  calculated  by  the 
number  of  days  lost  per  injury  is  shown  in  Table 

2.  The  619  athletes  missed  a total  of  4,257  days 
for  an  average  of  6.9  days  lost  per  athlete.  The  870 
injuries  provided  an  average  of  4.9  days  lost  per 
injury.  Cheerleading  had  the  largest  number  of 
days  lost  per  injury  at  28.8,  followed  by  girls’ 
basketball  (12.8),  wrestling  (12.3),  boys’  cross- 
country (12.0),  and  girls’  tennis  (10.5).  Although 

360 


Na  of  Injured 

% of  Total 

Sport 

Athletes 

Injury 

Football 

249 

40.2 

Boys’  Soccer 

57 

9.2 

Wrestling 

52 

8.4 

Baseball 

51 

8.2 

Girls’  Basketball 

28 

4.5 

Boys’  Track 

27 

4.4 

Volleyball 

24 

3.9 

Boys’  Basketball 

20 

3.2 

Softball 

18 

2.9 

Girls’  Track 

17 

2.8 

Field  Hockey 

13 

2.1 

Girls’  Swimming 

10 

1.6 

Boys’  Cross-Country 

7 

1.1 

Girls’  Cross-Country 

6 

.97 

Miscellaneous  (Girls) 

6 

.97 

Cheerleading 

5 

.81 

Boys’  Tfennis 

5 

.81 

Miscellaneous  (Boys) 

5 

.81 

Boys’  Swimming 

5 

.81 

Girls’  Soccer 

4 

.65 

Girls’  Lacrosse 

4 

.65 

Boys’  Lacrosse 

4 

.65 

Girls’  Tfennis 

2 

.32 

Tbtal 

619 

Table  1 . Athletes  and  injuries  in  23  sports. 

football  had  the  highest  number  of  injuries,  it 
ranked  fifteenth  in  the  severity  of  injuries  at  5.6 
days  lost  per  injury.  Surgery  was  necessary  for  27 
athletes,  or  4.4  percent  of  the  total  number  of 
injured  athletes.  Football  players  accounted  for 
11  (41  percent)  of  the  surgeries  performed. 

The  types  of  injuries  are  shown  in  Tkble  3.  Of 
619  athletes,  180  (20.7  percent)  suffered  inflam- 
matory injuries,  including  tendinitis,  synovitis 
(symptomatic  plica  and  effusion)  and  hematomas. 
The  second  most  common  type  of  injury  was 
fractures,  suffered  by  145  (16.7  percent)  athletes. 
Of  the  145  fractures,  only  53  (37  percent)  required 
casts.  Inflammations  and  fractures  accounted  for 
37.4  percent  of  all  injuries.  Dislocations  and 
subluxations  comprise  the  third  largest  group  of 
injuries  at  13.2  percent.  Patellar  subluxation 
comprised  the  majority  of  injuries  in  this  group. 
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Sport 

Days  Lost 

Surgery 

Cheerleading 

28.8 

1 

Girls’  Basketball 

12.8 

3 

Wrestling 

12.3 

4 

Boys’  Cross-Country 

12.0 

0 

Girls’  Tfennis 

10.5 

1 

Boys’  Basketball 

9.2 

1 

Miscellaneous  (Boys) 

8.8 

1 

Volleyball 

8.4 

0 

Girls’  Lacrosse 

8.3 

0 

Girls’  Cross-Country 

8.2 

0 

Boys’  Track 

7.2 

0 

Miscellaneous  (Girls) 

6.7 

0 

Girls’  Swimming 

5.9 

0 

Boys’  Soccer 

5.7 

1 

Football 

5.6 

11 

Boys’  Lacrosse 

5.5 

0 

Baseball 

5.4 

2 

Softball 

3.8 

0 

Field  Hockey 

3.5 

0 

Girls’  Track 

3.2 

1 

Boys’  Swimming 

2.8 

0 

Boys’  Ifennis 

1.4 

1 

Girls’  Soccer 

0 

0 

Tbtal 

Table  2.  Severity  of  injuries. 

27 

Injury 

Number 

% 

Inflammation 

180 

20.7 

Fracture 

145 

16.7 

Dislocation 

115 

13.2 

Sprain 

95 

10.9 

Contusion 

90 

10.3 

Strain 

71 

8.2 

Nonspecific 

51 

5.9 

Nerve 

20 

2.3 

Concussion 

3 

0.4 

Abrasion 

2 

0.2 

Miscellaneous 

98 

11.3 

Table  3.  TVpes  of  injuries. 

There  was  a total  of  1,627  physician  visits  dur- 
ing the  year,  as  shown  in  Thble  4 . This  represents 
an  average  of  2.6  visits  per  patient.  The  types  of 
surgery  performed  on  the  athletes  is  shown  in 


Tkble  5.  Eighteen  of  the  27  surgeries  involved 
knee  injuries.  Anterior  cruciate  ligament 
reconstruction  was  the  most  common  knee 
surgery,  followed  by  menisectomies. 


Tbtal  number  of  physician  visits 
Visits  per  patient 

Table  4.  Physician  involvement. 

1,627 

2.6 

Surgery 

Na 

Shoulder  reconstruction 

4 

Elbow  ulnar  nerve  transposition 

2 

Metacarpal-lesion  removal 

1 

ORIF  thumb 

1 

Knee  ACL  reconstruction 

12 

Knee  Arthroscopic  menisectomy 

4 

Knee  Patellar  realignment 

1 

Knee  partial  synovectomy/lateral  release  1 

Ankle  reconstruction 

1 

Table  5.  Type  of  surgery. 

A review  of  the  distribution  of  injuries  is  shown 
in  Table  6.  The  lower  extremity  comprised  60.2 
percent  of  the  injuries.  The  knee  was  the  location 
of  25.1  percent  of  the  total  injuries,  followed  by 
the  thigh  at  14.2  percent.  The  most  common  area 
of  injury  in  the  upper  extremity,  and  third  most 
common  overall,  was  the  shoulder  at  11.2 
percent. 

Further,  the  injury  results  broken  down  by  sex 
are  as  follows:  a total  of  137  girls  (22  percent)  and 
482  boys  (78  percent)  were  injured.  Girls  were  out 
of  play  an  average  of  7.7  days  per  injury,  whereas 
the  boys’  average  was  6.6  days. 

Discussion 

These  results  document  several  factors  regard- 
ing injuries  in  high  school  athletes.  This  study  was 
conducted  in  an  attempt  to  provide  information  on 
relationships  or  trends  in  adolescent  athletic 
injuries.  However,  these  athletes  do  not  include  all 
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Region 

Na  Injuries 

Percent 

Head 

(6) 

(0.7) 

Spine  and  Trunk 

(77) 

(9.3) 

Neck 

18 

2.2 

Upper  Back 

15 

1.8 

Lower  Back 

30 

3.6 

Ribs 

12 

1.4 

Stomach 

2 

0.3 

Upper  Extremity 

(248) 

(29.8) 

Shoulder 

93 

11.2 

Upper  Arm 

6 

0.7 

Elbow 

31 

3.7 

Forearm 

15 

1.8 

Wrist 

20 

2.4 

Fingers 

83 

10.0 

Lower  Extremity 

(501) 

(60.2) 

Pelvis 

11 

1.3 

Thigh 

118 

14.2 

Knee 

209 

25.1 

Lower  Leg 

47 

5.7 

Ankle 

76 

9.1 

Heel  (achilles) 

7 

0.8 

Mid-foot 

15 

1.8 

Tbes 

18 

2.2 

Table  6.  Injuries  per  body  region. 


the  injured  adolescent  athletes  in  the  state  of 
Delaware,  rather  only  the  athletes  treated  at  one 
major  sports  clinia  There  is  some  difficulty  in 
comparing  injuries  from  different  sports.  The 
same  injury  can  affect  athletes  in  very  different 
ways.  Severity  of  injury  depends  upon  the  sport. 
For  example,  one  female  lacrosse  player  suffered 
a fractured  metaceupal  and  was  unable  to 
participate  for  18  days;  whereas  a female  track 
player  suffered  the  same  injury  and  did  not  lose 
any  days. 

All  injuries  of  every  athlete  were  recorded  in  our 
study.  There  are  several  methods  of  measuring 
injury  severity,  including  type  and  number  of 
injuries,  x-ray  films,  casting,  and  surgery.  Perhaps 
the  most  sensitive  method  is  the  number  of  days 
an  athlete  misses  due  to  injury.  When  considering 
injury  severity,  several  factors  need  to  be 
examined. 

First,  athletes  were  considered  able  to  return  to 
play  only  when  they  could  retvum  to  their  position 


without  limitations.  For  example,  a baseball 
pitcher  suffered  triceps  tendinitis  of  his  throwing 
arm.  He  was  p>ermitted  to  continue  hitting,  but  not 
pitching  for  two  weeks.  Thus,  his  injury  w£is 
recorded  as  14  days  lost.  This  occurred  very  often 
with  football  players.  Several  football  players  were 
able  to  continue  drills,  but  no  contact  for  a certain 
number  of  days.  These  were  considered  to  be  days 
lost  due  to  the  restriction. 

Second,  one  severe  injury  can  significantly  af- 
fect the  number  of  days  lost.  For  example,  in  girls’ 
basketball,  there  were  28  injuries  totaling  358 
days  lost,  or  12.8  days  per  athlete.  One  girl 
suffered  an  anterior  cruciate  ligament  tear 
requiring  surgery.  She  was  out  for  the  season, 
totaling  110  days  lost.  If  her  injury  is  discounted, 
the  average  number  of  days  lost  drops  to  8.8,  a 
noticeable  change. 

Third,  there  are  very  low  numbers  in  some  sport 
categories.  For  example,  there  were  five 
cheerleaders  who  lost  an  average  of  28.8  days  per 
athlete.  Extreme  numbers  such  as  this  will  alter 
the  final  statistics  significantly. 

Surprisingly,  three  noncontact  sports  were  in 
the  top  five  for  the  most  days  lost.  Cheerleading 
was  first  (28.8  days  lost),  boys’  cross-country  was 
fourth  (12  days  lost)  and  girls’  tennis  was  fifth 
(10.5  days  lost).  There  were  only  two  injured  girls 
in  tennis,  yet  girls’  tennis  was  fifth  overall  for 
severity  of  injury.  This  information  leads  to  the 
conclusion  that  although  these  noncontact  sports 
have  fewer  injuries,  the  injmdes  are  more  limiting. 
Thus,  the  athletes  lose  more  days  of  practice  and 
play. 

(])f  the  total  619  athletes,  22  percent  were  girls 
and  78  percent  were  boys.  The  higher  percentage 
of  boys  may  be  due  to  the  fact  that  boys’  sports 
involve  more  collision  and  contact.  Although  girls 
suffered  fewer  injuries,  they  were  more  severe. 
Girls  lost  an  average  of  7.8  days,  while  boys  lost 
an  average  of  6.6  days.  Football  has  a well- 
documented  risk  of  severe  knee  and  neck 
injuries.®"®  For  this  reason,  many  parents  are  con- 
cerned about  their  sons  playing  football.  Certain 
studies  have  disproved  these  injury  trends.^®  This 
study  supports  the  risk  of  severe  knee  injury  in 
football,  but  has  no  evidence  for  neck  injuries.  Of 
the  11  surgeries  performed  for  football,  eight  (73 
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percent)  involved  the  knee.  There  were  five 
anterior  cruciate  ligament  reconstructions,  one 
patellar  realignment  and  two  arthroscopic 
meniscectomies.  Despite  this  data,  football  ranked 
fifteenth  of  23  sports  for  severity  of  injury.  This 
study  covered  one  scholastic  year  and  is  presently 
continuing. 

References 

1.  Mueller  F,  Blyth  C.  Epidemiology  of  sports  iiyuries  in  children.  Clinical  Sports 
Medicine.  1982;1:343-352. 

2.  Watson  WA.  Sports  iryuries  during  one  year  in  6799  Irish  school  children. 
American  Journal  of  Sports  Medicine.  1984;12:65-71. 

3.  Garrick  JG,  Requa  RK.  Iiyuries  in  high  school  ^xjrts.  ftdio/ncs.  1978;61:466-469. 

4.  Lysens  R,  Steverlynck  A,  van  den  Auweele  Y,  et  al.  The  predictability  of  sports 
iryuriea  Sports  Medicine.  1984;1:6-10. 

5.  deSha20  WF.  High  school  athletic  iryuriea,  a coaches’  and  physicians’  dilemma. 
Alabama  Medicine.  1983;53:21-22. 

6.  Thompson  N,  Halpem  B,  Curl  WW,  et  al.  High  school  football  iiyuries:  evalua- 
tion. American  Journal  of  Sports  Medicine.  1987;15:117-124. 

7.  Keller  CS,  Noyes  FR,  Buncher  CR.  The  medical  aspects  of  soccer  iixjury 
epidemiology.  American  Journal  of  Sports  Medicine.  1987;15:230-237. 

8.  Godshall  RW.  The  predictability  of  athletic  iryuries,  an  eight-year  study.  Jour- 
nal of  Sports  Medicine.  1975;3:50-54. 

9.  Halpem  B,  Thompson  N,  Curl  WW,  et  al.  High  school  football  iiyuries,  identify- 
ing the  risk  factora  American  Journal  of  Sports  Medicine.  1987;15:316-320. 

10.  Mclain  MD,  Reynolds  ATC.  Sports  injuries  in  a high  school.  Pediatrics. 
1989;84:446450. 


PHYSICIANS  NEEDED 


Tb  care  for  persons  with  mental  retardation 
in  dynamic,  vocationally  oriented 
interdisciplinary  setting 
on  the  scenic  Atlantic  coast. 


Family  Practice 
Internal  Medicine 
Pediatrics 


Send  CV  to: 


Chest  Medicine 

Gynecology 

Hematology 


Medical  Services 

Div.  of  Mental  Retardation 

Dept,  of  Health  and  Social  Services 

Stockley  Center 

RD  1 Box  1000 

Georgetown,  Delaware  19947 

Or  C6dl  302-934-8031  extension  228 


A Healthy  Choice. 


Yes,  a large  choice  of  sav  ings,  C.D.,  retirement  and  investment 
plans.  And  the  right  choice.  You  don't  need  the  headaches  that 
come  w'ith  worrying  whether  you're  getting  the  most  tor  your 
mone\'.  We'll  take  good  care  of  you  with  our  financial  expertise 
and  friendly  service.  You'll  feel  good  about  banking  with  us. 


ARTISANS' 

. SAVINGS  BANK  “5"?" 

I I THE  BANK  YOU  CAN  TAl  K TO' 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  - Polly  Drummond  & Graylyn  Shopping  Centers 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


The  Delaware  physicians  insured  by  PHICO  got  a pretty  nice 
surprise  in  the  mail  — a check  for  their  share  of  over  $800,000  in 
premium  returns. 

That's  because  PHICO  offers  a dividend  plan  that 
shares  savings  from  better-than-expected  claims 
experience  and  investment  income  from  premiums. 

If  you're  not  in  on  the  plan,  see  your  agent  or  broker 
to  learn  more  about  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of 
your  premiums  back  for  a change. 


Exclusive  Endorsed  Insurer  of  the 
Medical  Society  of  Delaware 

1 


1-800-382-1378 


SCIENTIFIC  ARTICLE 


Cat  Scratch  Encephalopathy 


Bary  E.  Silver,  M.D. 
Charles  S.  Bean,  M.D. 


Abstract 

Cat  scratch  disease  is  usually  benign,  self- 
limited and  without  sequelae.  Margileth^  has 
established  four  clinical  criteria,  three  of  which 
must  be  satisfied  to  make  the  diagnosis:  1)  a 
history  of  animal  exposure,  usually  kitten,  with 
primary  skin  or  ocular  lesions;  2)  regional 
chronic  adenopathy  without  other  apparent 
cause;  3)  a positive  cat  scratch  disease  antigen 
skin  test;  and  4)  lymph  node  biopsy 
demonstrating  noncaseating  granulomas  and 
germinal  center  hyperplasia. 

Central  nervous  system  involvement  in  cat 
scratch  disease  has  been  previously  reported, 
although  it  is  extremely  uncommon.  In  a several- 
month  period,  we  encountered  two  cases  of  cat 
scratch  disease  complicated  by  encephalopathy. 
The  intents  of  this  paper  are  twofold:  1)  to  brief- 
ly review  the  current  literature  on  cat  scratch 
disease,  2)  to  demonstrate  that  cat  scratch  disease 


Dr.  Silver  is  a pediatrician  and  is  currently  completing  an  emergency  medicine 
residency  at  the  Medical  Center  of  Delaweire. 

Dr.  Bean  is  director  of  the  department  d pediatric  neurology,  Medical  Center  of 
Delaware,  and  Clinical  Associate  Professor  of  Neurology,  Jefferson  Medical  College 


complicated  by  encephalopathy  presents  acute- 
ly with  seizvu*es,  posturing  and  coma  and  resolves 
rapidly  with  supportive  care. 

Case  I 

An  11-year-old  white  male  who  had  been 
previously  well  presented  with  sudden  onset  of 
generalized  tonic-clonic  seizures  and  coma.  Four 
weeks  prior  to  admission,  the  patient  had 
developed  tender  left  inguinal  adenopathy.  One 
day  prior  to  admission  he  was  seen  by  his  physi- 
cian and  placed  on  oral  Cephalexin  for  inguinal 
adenitis.  The  child  had  also  been  exposed  to  an 
“ill-appearing”  kitten  prior  to  the  adenopathy. 
The  history  was  otherwise  unremarkable. 

Physical  examination  revealed  a comatose 
patient  with  no  eye  opening  or  verbal  responses 
and  decerebrate  posturing  to  painful  stimuli. 
Vital  signs  were:  temperature  39.9  C,  pulse  112 
per  minute  and  regular,  blood  pressure  130/78 
mmHg,  respirations  20  per  minute  and  regular. 
Neurologic  exam  was  consistent  with  a diffuse 
encephalopathy  with  posturing,  normal  cranial 
nerve  examination,  increased  tone  diffusely, 
right-sided  weakness  and  bilateral  upgoing  toes. 
The  patient  had  a 3 cm  by  1.5  cm  firm,  nonmobile 
left  inguinal  lymph  node  and  several  scratch 
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marks  on  the  left  lower  extremity.  The  remainder 
of  the  general  physical  examination  was  normal. 

Cerebrospinal  fluid  studies  revealed  an  open- 
ing pressure  of  200  mmH20,  glucose  119  mg/dl 
(serum  255  mg/dl),  protein  63  mg/dl,  negative 
gram  stain  and  cryptococcal  antigen.  Cell  count 
revealed  10,000  red  blood  cells  per  mm^  and  100 
white  blood  cells  per  mm^  in  tube  1,  with  com- 
plete clearing  in  tube  4.  Peripheral  white  blood 
cell  count  was  20,500  per  mm^  with  80 
neutrophils  and  10  bands.  Electrolytes,  blood 
urea  nitrogen,  creatinine,  calcium,  magnesium, 
liver  function  studies  and  serum  ammonia  were 
all  normal.  CAT  scan  with  and  without  contrast 
was  also  normal.  Electroencephalogram  revealed 
diffuse  slowing.  The  patient  was  empirically 
placed  on  intravenous  Ampicillin,  Chloram- 
phenicol and  Acyclovir. 

During  the  first  24  hours  of  hospitalization,  the 
patient  continued  to  have  no  verbal  responses  or 
eye  opening,  although  his  movements  had 
become  more  purposeful.  Repeat  lumbar  punc- 
ture was  unremarkable.  Blood,  urine  and 
cerebrospinal  fluid  cultures  were  negative  at  24 
hours. 

Repeat  CAT  scan  on  day  two  with  and  without 
contrast  revealed  diffuse  cerebral  edema  without 
midline  shift.  Approximately  36  hours  into  his 
hospitalization,  the  patient  had  a massive 
diuresis  and  subsequently  improved  dramatical- 
ly, with  spontaneous  eye  opening  and  appropriate 
verbal  responses  to  questioning.  Tuberculin  test 
was  negative  at  48  hours. 

On  day  three,  lymph  node  biopsy  revealed 
necrotizing  granulomatous  lymphadenitis 
consistent  with  cat  scratch  disease.  The  patient 
steadily  improved  and  was  discharged  on  day 
eight.  At  that  time,  neurologic  exam  revealed 
normal  mental  status,  slight  ankle  clonus,  brisk 
reflexes  diffusely  and  crossed  adductor  response. 
In  follow-up,  the  patient  was  having  mild  learn- 
ing difficulties  but  was  otherwise  doing  well. 

Case  2 

A 7-year-old  black  female  who  had  been 
previously  healthy  developed  symptoms  of  an 
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upper  respiratory  infection  two  days  prior  to 
admission.  The  patient  was  then  admitted 
because  of  a generalized  tonic-clonic  seizure 
lasting  several  minutes.  History  was  significant 
for  right  axillary  lymphadenopathy  which 
developed  one  week  prior  to  admission.  There  was 
a pet  cat  in  the  home  and  the  patient’s  father  had 
recently  skinned  rabbits.  The  history  was  other- 
wise unremarkable. 

Physical  exam  revealed  a comatose  patient 
with  no  eye  opening  or  verbal  responses  and 
decorticate  posturing  to  painful  stimuli.  Vital 
signs  were:  temperature  38  C,  pulse  140  per 
minute  and  regular,  blood  pressure  124/70 
mmHg,  respirations  28  per  minute  and  regular. 
Neurologic  exam  revealed  a right  central  facial 
nerve  palsy,  eye  deviation  to  the  right,  increased 
tone  diffusely  and  right-sided  weakness.  The 
patient  had  a 1 cm  by  1 cm  right  axillary  lymph 
node.  There  were  no  skin  lesions.  The  remainder 
of  the  general  physical  exam  was  normal. 

Cerebrospinal  fluid  studies  revealed  a glucose 
of  133  mg/dl  (serum  239  mg/dl),  protein  32  mg/dl 
and  negative  gram  stain.  Cell  count  was  578  red 
blood  cells  per  mm^  and  10  white  blood  cells  per 
mm^  in  tube  1 with  clearing  in  tube  4.  CAT  scan 
with  and  without  contrast  was  normal. 
Peripheral  white  blood  cell  count  was  21,000  per 
mm^  with  84  neutrophils  and  seven  bands. 
Electrolytes,  blood  urea  nitrogen,  creatinine, 
calcium,  magnesium,  liver  function  studies  and 
serum  ammonia  were  all  normal.  The  patient 
was  placed  on  intravenous  Ampicillin,  Chloram- 
phenicol and  Acyclovir. 

The  patient  rapidly  improved  over  the  next  two 
days.  All  culture  results  were  negative.  Tuber- 
culin test  was  negative  at  48  hours.  Serologic 
studies  for  Epstein-Barr  virus,  cytomegalovirus, 
tularemia  and  brucella  were  all  negative.  Lymph 
node  biopsy  revealed  granulomatous  lymph- 
adenitis consistent  with  cat  scratch  disease. 

The  patient  was  discharged  eight  days  after 
admission  on  oral  phenobarbital.  The  phenobar- 
bital  was  subsequently  tapered  because  of  learn- 
ing difficulties.  Over  the  next  several  weeks,  the 
patient’s  school  performance  improved. 
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Discussion 

Cat  scratch  disease  is  a common  illness,  usually 
occurring  in  children  and  veterinarians,  most 
often  in  the  fall  and  early  winter.  The  two  cases 
described  occurred  during  the  winter.  A gram 
negative  bacillus  has  been  demonstrated  by 
Starry-Warthin  stain  as  the  probable  etiologic 
agent. ^ The  isolation  and  cultivation  of  a 
pleomorphic  gram-negative  bacillus  believed  to 
cause  cat  scratch  disease  has  been  reported.^ 

Typically,  the  course  of  the  illness  involves  the 
appearance  of  an  erythematous,  indurated 
papule  on  the  skin  seven  to  14  days  after  exposure 
(by  scratch  or  contact  with  saliva)  to  a cat  or  kit- 
ten. This  papule  often  progresses  to  vesicular  and 
crusting  stages  over  several  days.  The  primary 
lesion  disappears  in  two  to  three  weeks,  followed 
by  development  of  an  enlarged,  tender  lymph 
node  draining  the  involved  area.  Lymph  nodes 
most  frequently  involved  include  cervical, 
axillary  and  inguinal. 

Various  reports  cite  the  incidence  of  constitu- 
tional symptoms  ranging  from  50  percent  to  over 
75  percent.'*  The  symptoms  are  usually  mild  and 
include  malaise,  headache,  myalgia  and  fever, 
although  the  incidence  of  temperature  greater 
than  39  C is  less  than  10  percent. 

The  differentiation  of  cat  scratch  disease  from 
other  causes  of  infectious  lymphadenitis, 
including  bacterial,  mycobacterial,  atypical 
mycobacterial  and  Epstein-Barr  virus  have  been 
well  described.  Non-infectious  causes  of  lymph- 
adenopathy,  including  leukemia,  lymphoma  and 
Kawasaki  syndrome  are  easily  identified  by 
associated  findings. 

The  infectious  agent  is  thought  to  be  sensitive 
to  a number  of  antibiotics,  including  mezlocillin, 
cefotaxime  and  the  aminoglycosides.  A recent 
study®  suggests  that  disseminated  or  life- 
threatening  cat  scratch  disease  should  be  treated 
with  intravenous  gentamicin.  In  addition, 
analgesics  and  warm  compresses  to  the  affected 
node  are  used  to  provide  symptomatic  relief. 
Activity  is  limited  to  avoid  trauma  to  enlarged 
nodes.  Twenty-five  percent  of  patients  develop 
lymph  node  fluctuance  and  will  require  incision 
and  drainage. 


Several  unusual  manifestations  of  the  disease 
have  been  described,  including  erythema 
multiform  and  erythema  nodosum,®  throm- 
bocytopenia,^® and  nonthrombocytopenic 
purpura,®  osteolytic  lesions®  ® and  the  oculoglan- 
dular  syndrome  of  Parinaud. 

In  1950,  Stevens”  first  described  a neurologic 
syndrome  associated  with  cat  scratch  disease. 
Encephalopathy  is  the  commonest  neurologic 
complication,  although  myelitis  and  radiculitis 
have  been  reported. 

In  1986,  a review  of  the  literature  by  Lewis*® 
identified  a total  of  38  cases  of  cat  scratch  disease 
complicated  by  neurologic  involvement.  Ninety 
percent  of  these  cases  consisted  predominantly  of 
encephalopathy.  Of  these  patients,  over  80 
percent  developed  seizures  and  40  percent 
demonstrated  focal  neurologic  signs  during  the 
course  of  their  illness.  Approximately  30  percent 
demonstrated  a mild  CSF  pleocytosis,  although 
no  patients  demonstrated  CSF  white  blood  cell 
counts  greater  than  100  per  mm®.  There  was 
also  a 30  percent  incidence  of  mild  CSF  protein 
elevation  up  to  75  mg/dl. 

Eighty -four  percent  of  the  patients  with 
encephalopathy  were  less  than  18  years  of  age. 
The  time  interval  between  onset  of  illness  and 
neurologic  symptoms  ranged  from  one  day  to  five 
weeks.  The  proximity  of  the  adenopathy  to  the 
brain  had  no  effect  on  the  time  interval. 
Generally,  the  onset  of  the  encephalopathic  phase 
was  abrupt  with  the  occurrence  of  seizures  and 
coma.  Improvement  was  also  quite  rapid  with 
restoration  of  consciousness  within  two  to  10 
days. 

Ninety-five  percent  of  the  patients  had 
abnormal  electroencephalograms  demonstrating 
generalized  slowing.  Only  two  of  the  34  patients 
with  encephalopathy  demonstrated  neurologic 
sequelae,  one  having  a right  hemiparesis  and 
attention  deficit  disorder  and  one  having  a mild 
left  hemiparesis  and  complex  partial  seizures. 

Summary 

A brief  review  of  the  current  literature  on  cat 
scratch  disease  was  presented.  Two  cases  of  cat 
scratch  disease  complicated  by  encephalopathy 
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were  discussed.  These  cases  presented  acutely 
with  seizures,  posturing  and  coma  and  improved 
rapidly  with  supportive  care  alone.  A review  of 
the  literature  demonstrated  that  cat  scratch 
disease  with  neurologic  complications  has  a 
fairly  typical  presentation  and  course  similar  to 
the  two  cases  described. 

The  detection  of  two  cases  of  cat  scratch 
encephalopathy  within  a relatively  short  time 
period  at  our  institution  suggests  that  the 
diagnosis  may  be  more  common  than  was  once 
thought.  This  diagnosis  should  be  strongly 
considered  in  any  patient  with  acute  onset  of 
encephalopathy,  especially  if  there  is  history  of 
exposure  to  cats  and  evidence  of  adenopathy. 
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Dover  Plastic  Surgeon  Joins  "Operation:  Smile" 


A lot  of  Philippine  children  are  smiling, 
perhaps  for  the  first  time,  thanks  to  the 
generosity  of  Basilio  Bautista,  M.D.,  a Dover 
plastic  surgeon. 

Dr.  Bautista  joined  a team  of  23  plastic 
surgeons,  anesthesiologists,  anesthetists  and 
nurses  on  a medical  mission  from  February  13-27 
known  as  “Operation:  Smile.”  The  team,  known 
as  the  Philippine-American  Group  of  Educators 
and  Surgeons,  was  funded  by  donations  from 
Philippine-American  professionals  and  major 
U.S.  pharmaceutical  companies  and  hospitals. 

The  team  of  specialists  responded  to  the  needs 
of  288  Philippine  children  and  young  adults 
needing  surgery  to  repair  cleft  lip  and  palate.  The 
ages  ranged  from  three  months  to  23  years, 
according  to  Dr.  Bautista. 

“These  are  children  who  would  not  go  to  school 
because  they  were  ashamed,”  said  Dr.  Bautista. 
“After  the  operation.  I’d  give  them  a mirror,  they 
would  look  and  smile  - perhaps  for  the  first  time.” 


Dr.  Bautista  said  that  during  the  14-day  trip  he 
was  stunned  at  first  by  the  less-than-ideal 
medical  conditions  in  the  facility. 

“At  times,  I could  not  help  but  feel  somebody  up 
there  was  looking  after  those  patients,”  he  said 
with  a smile.  The  lack  of  surgical  equipment  and 
instruments  combined  with  the  number  of  cases 
performed  each  day  did  not  hamper  their  efforts. 
“We  did  not  encounter  any  difficulty,  serious 
bleeding,  infection  or  complications. 

“This  was  probably  the  most  gratifying  two- 
week  ‘vacation’  I’ve  ever  spent,”  added  Dr. 
Bautista.  He  was  proud  to  offer  his  services  to  the 
poor.  “The  parents  and  older  patients  were  very 
appreciative.  Some  even  knelt  down  and  kissed 
my  hand,”  he  said. 

Dr.  Bautista  plans  to  take  part  in  “Operation: 
Smile”  next  year  when  the  mission  travels  to  a 
southern  island  in  the  Philippines.  “It  was  so 
very,  very  nice  to  be  able  to  give  ...  to  serve  the 
needy  and  the  poor.” 
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FROM  THE  AMA 


National  Practitioner  Databank 
Swamped  with  Minor  Findings 


“Last  year’s  changes  in  the  Medicare  and 
Medicaid  laws  threaten  to  overburden  the 
National  Practitioner  Databank  with  large 
numbers  of  minor  questions  about  physicians’ 
services  to  patients,’’  AMA  Executive  Vice 
President  James  S.  Tbdd,  M.D.,  said  in  a letter  to 
Rep.  Henry  A.  Waxman  (D-CA).  Dr.  Tbdd  urged 
immediate  repeal  of  the  meas\ire.  The  eleventh- 
hour  addition  to  the  1990  Omnibus  Budget 
Reconciliation  Act  requires  PROs  to  report 
“negative  findings”  against  physicians.  The 
databank  is  required  to  disseminate  the  findings 
to  other  PROs,  state  licensing  boards,  hospitals 
and  others.  If  implemented,  the  measure  would 


need  a “monumental  expansion”  of  the 
databank,  which  already  is  over  budget  by  as 
much  as  $2  million  for  the  ciurent  year.  Dr.  Tbdd 
noted  that  the  databank  was  intended  to  identify 
significant  problems  with  a physician’s  perfor- 
mance, such  as  licensure  actions,  malpractice 
payments  and  loss  of  clinical  privileges. 
Combined  with  the  continued  operational 
difficulties  and  lack  of  confidentiality  for 
physician  records,  the  vague  reporting  require- 
ment for  possibly  trivial  problems  could  “erode 
the  databank’s  credibility  among  physicians 
beyond  repair,”  Dr.  Tbdd  said. 
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EDITORIAL 


HIV-Infected  Physicians 


Only  a few  months  ago,  the  greatest  stated 
concern  of  many  physicians  about  HIV  was  that 
physicians  should  have  the  right  to  test  any  of 
their  patients  for  HIV  without  the  permission  of 
that  patient.  Now  the  concern  of  many  in  the 
public  is  that  they  should  have  the  right  to  test 
all  health  care  workers  for  HIV  infection  without 
their  permission.  What  a difference  a few  months 
and  three  patients  (apparently  infected  by  a 
dentist’s  practice)  make! 

Less  than  a year  ago,  a dentist  in  Florida  was 
disclosed  to  have  transmitted  his  HIV  infection 
to  a patient.  Now  it  appears  that  three  of  his 
patients  had  such  transmission.  The  best 
evidence  is  matching  of  the  molecular  structvme 
of  the  envelope  proteins  of  his  HIV  and  that  of  the 
patients.  The  viruses  matched  but  were 
dissimilar  from  those  known  to  be  circulating  in 
the  community.  (And  different  from  those  of  at 
least  two  other  patients  who  theorized  that  they 
had  also  been  infected  by  the  dentist.) 

Here  in  Delaware  we  have  recently  had  a case 
of  an  HIV-infected  dentist  who  worked  until  a few 


days  before  he  died  of  AIDS.  Although  his  safety 
precautions  were  apparently  quite  good,  on  the 
basis  of  evaluation  and  consultation  by  the  CDC, 
it  seemed  necessary  to  inform  his  patients  of 
their  apparently  minimal  risk.  It  is  still  too  early 
to  know  whether  any  HIV  transmission  occurred 
in  his  practice,  but  the  data  developed  will 
eventually  lead  to  further  understanding  of  when 
such  notification  of  patients  is  required. 

The  almost  immediate  and  irrational  effect  of 
the  case  was  the  introduction  of  several  bills  in 
the  legislature:  SB  70  (Holloway)  would  require 
HIV-infected  health  care  workers  to  notify  their 
patients  if  they  are  infected;  SB  94  (Holloway) 
would  require  HIV-infected  health  care  workers 
to  notify  their  patients  and  HIV-infected  patients 
to  inform  their  health  care  workers  - with 
criminal  penalties  for  failure;  HB  191  (Jonkiert 
and  Marshall)  would  require  all  health  care 
workers  to  be  tested  for  HIV  every  six  months 
and,  if  positive,  to  practice  such  that  they  do  not 
come  into  contact  with  blood  or  plasma.  In  each 
case  the  definition  of  health  care  workers  is 
broad,  including  all  physicians,  whatever  their 
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specialty.  Hopefully  none  of  these  will  pass,  but 
they  are  being  considered. 
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The  Medical  Society  of  Delaware’s  Executive 
Committee  recently  concurred  with  me  that  it  is 
the  ethical  duty  of  HIV-infected  physicians  to 
counsel  with  experts  (through  an  expanded 
function  of  the  Physicians’  Health  Committee)  on 
any  alteration  of  their  practice  patterns  that 
might  be  required  to  protect  their  patients.  (The 
Oregon  Medical  Association  House  of  Delegates 
voted  similar  provisions  on  April  28.)  This 
approach  is  consistent  with  AMA  recommenda- 
tions that  HTV-  or  Hepatitis  B-infected  physicians 
should  cease  invasive  procedxires  or  should 
inform  their  patients  of  their  infection. 

The  risk  of  HIV  infection  being  transmitted  in 
a health  care  setting  is  extremely  small.  That 
risk  becomes  even  smaller  if  “universal  precau- 
tions” are  maintained.  Nevertheless,  it  is  not 
zero.  There  is  nothing  in  life  that  is  without  risk. 
Physicians  have  always  been  at  some  small  risk 
from  their  patients  - whether  it  is  a patient 
infecting  a surgeon  with  Hepatitis  B during  an 
invasive  procedure  or  a disturbed  patient 
shooting  a psychiatrist.  That  is  a risk  we  signed 
on  for  when  we  chose  our  profession.  It  is  a risk 
we  do  our  best  to  minimize  through  precautions 
- whether  the  use  of  gloves  with  blood  or  the  use 
of  Hepatitis  B immunizations.  But  it  is  a risk  far 
smaller  than  those  of  injury  or  death  faced  in 
many  other  occupations  - whether  agricultiiral 
workers  pinned  by  rolled-over  tractors,  tree  trim- 
mers crushed  by  falling  branches,  or  commercial 
drivers  hit  by  drunks. 

We  ought  to  do  everything  possible  to  minimize 
our  risk,  but  we  can  not  expect  that  risk  to  be 
nonexistent.  We  ought  also  be  sure  that  the 
things  we  ask  are  rational  responses  to  real, 
significant  risks.  If  not,  we  will  continue  to  see 
the  public  respond  just  as  irrationally  to  the 
minimal  risks  they  face  in  being  treated  by  us. 
And  society  will  be  the  worse  for  the  loss  of 
confidentiality  we  all  will  face. 

Lester  N.  Wright,  M.D.,  M.P.H. 

Director,  Delaware  Public  Health 
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insulin)  may  result  in  the  need  for  a change  in  dosage. 


Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Cl  991 , ELI  LILLY  AND  COMPANY  HI  292 1 -B- 1 49322 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FUGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


LETTER  TO  THE  EDITOR 


Disputing  Reports  Made  to  the 
National  Practitioner  Databank 


I would  like  to  compliment  the  Journal  for  its 
inclusion  of  the  Health  Law  column.  I would  also 
like  to  comment  on  the  timeliness  of  an  article 
concerning  the  National  Practitioner  Databank. 

I think  that  your  readers  would  benefit  from  a 
brief  description  of  physicians’  rights  to  dispute 
reports  made  about  them  to  the  NPDB.  Physi- 
cians do  have  a right  to  dispute  information  con- 
tained in  any  “Adverse  Action  Report”  or 
“Medical  Malpractice  Payment  Report”  which  is 
filed  with  the  NPDB.  The  information  which  is 
reported  to  the  NPDB  is  held  for  30  calendar  days 
before  being  made  available  for  disclosure.  A 
physician  who  disagrees  with  any  of  the  reported 
information  should  first  attempt  to  discuss  the 
perceived  inaccuracy  directly  with  the  reporting 
entity.  If  the  reporting  entity  does  not  agree  to  file 
a corrected  report,  the  physician  must  complete 
the  “Initiation  of  Dispute”  portion  of  the  Practi- 
tioner Notification  Document  and  return  it  to  the 
NPDB.  The  entity  which  reported  the  adverse  ac- 
tion must  also  be  notified  of  the  dispute  in 
writing. 


The  NPDB  will  then  send  a “Dispute 
Acknowledgement  Document”  to  the  physician. 
If  the  reporting  entity  still  refuses  to  change  the 
report,  the  physician  may,  by  following  the  direc- 
tions in  the  Dispute  Acknowledgement  Docu- 
ment, request  the  Secretary  of  the  Department 
of  Health  and  Human  Services  to  make  a final 
determination  with  respect  to  the  accuracy  of  the 
report.  If  the  Secretary  concludes  that  the  infor- 
mation the  entity  reported  is  accurate,  a brief 
statement  by  the  physician  describing  his  or  her 
disagreement  and  an  explanation  of  the  basis  for 
the  Secretary’s  decision  that  the  report  is  ac- 
curate will  be  included  in  the  report.  If  the 
Secretary  concludes  the  reported  information 
was  incorrect,  the  report  will  be  changed  and  a 
corrected  report  sent  to  any  entity  to  which  the 
incorrect  report  had  been  disclosed. 

I hope  this  information  will  be  of  assistance  to 
your  readers. 

Victor  F.  Battaglia,  Esq. 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOR 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic  | 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications,! 
free,  courtesy  of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service  ! 
and  quality  in  Delaware. 


iiie« 


. . . BECAUSE  QUALITY  IS  ESSENTIAL 


P.O.  Box  2045  • Wilmington,  Delaware  19899 


(302)  655-LABS 


I 

BOOK  REVIEW 


Textbook  of  Family  Practice,  edited  by  Robert  E. 
Rakel,  M.D.,  W.B.  Saunders  Co.,  Philadelphia,  Pa., 
1990,  1926  pp. 

This  is  the  fourth  edition  of  this  gold  standard 
text;  the  first  was  published  in  1973.  The  editor 
is  chairman  of  the  Department  of  Family 
Medicine  at  Baylor  College  of  Medicine  in  Tbxas. 
The  present  edition  has  been  largely  rewritten 
since  the  previous  edition  in  1984.  The  previous 
11  chapters  now  become  83.  There  are  142 
contributors,  all  practicing  physicians.  Many  of 
the  chapters  are  written  collaboratively  by 
family  physicians  paired  with  appropriate 
subspecialists. 

Thirty-three  of  the  chapters  are  on  completely 
new  subjects,  and  the  remainder  have  been 
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completely  reworked  and  updated.  Much 
coverage  has  been  given  to  social  issues  which 
influence  health  care,  such  as  “Family  Life 
Cycle,”  “Ethics  in  Primary  Care,”  “Psychosocial 
Influences  in  Health,”  “The  Family’s  Impact  on 
Health,”  etc.  Psychosocial  problems  in  the  U.S. 
are  compared  with  those  in  other  countries.  Many 
of  the  chapters  cover  material  not  included  in 
previous  editions;  for  example,  “Interpreting  Lab 
Tbsts,”  “Ambulatory  Management  of  AIDS,” 
‘Care  of  the  Homosexual  Patient,”  “The  Somatic 
Patient,”  and  “Managed  Health  Care.” 

This  book  is  an  excellent  updated  reference 
source  for  the  busy  primary  care  physician. 

David  Platt,  M.D. 
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WOMEN’S  IMAGING  CENTED 


Of  PEIAWARE 

HAS  MOVED  TO  A 

MORE  SPACIOUS,  MODERN  FACILITY 
AT 

J24-26  OMEGA  DRIVE  • NEWARK  • DELAWARE  19713 

738-9100 

MAMMOGRAPHY 
OB-GYN  ULTRASOUND 

WITH  ENDOVAGINAL  SCANNING 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

‘AFFILIATED  WITH  THE 

MEDICAL  CENTER  OF  DELAWARE  AND  JEFFERSON  MEDICAL  COLLEGE 

• 

RADIOLOGY  CONSULTANTS 

STEVEN  L EDELL,  D.O. 

SUSAN  BARNES,  M.D. 

C.  AMY  WILSON,  M.D. 

HOURS:  MON  TO  FRI  8 AM  — 5 PM  • WED  8 AM  — 8 PM  • SAT.  8 AM  — 1 PM 


V. 


ACCREDITED  BY  AMERICAN  COLLEGE  OF  RADIOLOGY 


AUXILIARY  ACTIVITIES 


Sixty -two  years  ago  the  first  Medical  Society  of 
Delaware  Auxiliary  was  formed  to  complement 
the  Medical  Society  of  Delaware  by  addressing 
health  problems  in  the  community.  Each 
Delaware  county  formed  an  Auxiliary  to  its 
county  medical  society  and,  through  the  years,  has 
worked  toward  good  health  in  the  community. 

The  Auxiliaries  have,  with  ingenuity  and 
dedication,  volunteered  help  and  raised  funds 
with  their  activities.  The  funds  were  used  to 
support  AMA-ERF  and  DIMER,  eye  testing, 
hearing  testing,  nursing  scholarships,  the  Ronald 
McDonald  House,  preventive  medicine  programs, 
health  education  programs  and  many  other 
worthy  health  projects. 

The  MSD  Auxiliary  coordinates  the  activities 
throughout  the  state  and  prepares  those 
Auxilians  who  answer  the  call  to  leadership. 

In  the  past  year,  the  MSD  Aiixiliary  has: 

- Met  with  state  and  federal  legislators  in 
Dover  and  Washington  to  lobby  on  medical 
legislation  as  approved  by  the  Medical 
Society  of  Delaware 
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- Held  a leadership  conference  in  Rehoboth 
for  Auxilians  and  medical  professionals 

- Sent  county  and  state  presidents-elect  to 
leadership  confluence  at  the  AMA  and 
AMA  Auxiliary  in  Chicago 

- Held  a seminar  for  Auxilians  and  medical 
professionals  on  “Working  with  the  Media” 

- Worked  to  help  develop  a program  of  com- 
prehensive health  education  in  our  schools 

- Developed  “Academy  of  Medicine”  notecards 
to  sell  for  the  benefit  of  DIMER  through 
AMA-ERF 

- Edited  the  1990-1991  issues  of  our  news- 
letter to  keep  our  membership  informed. 

These  Auxilians  are  serving  as  presidents  this 
year,  1990-1991: 

Felicitas  Gontag  (Jose),  Seaford,  MSDA 

Barbara  Easter  (Hamilton),  Dover,  KCMSA 

Ellen  Grubbs  (Stephen),  Wilmington,  NCCMSA 
Elaine  Freedman  (Harry),  Seaford,  SCMSA 

Joyce  Hearne  (Calvin) 
MSDA  Immediate  Past-President 
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OBITUARIES 


Lawrence  Katzenstein,  M.D. 


Dr.  Lawrence  Katzenstein,  dermatologist  and 
former  chief  of  dermatology  at  Wilmington  and 
St.  Francis  hospitals,  died  of  pneumonia  at 
Wilmington  Hospital  on  Friday,  February  15, 
1991,  at  the  age  of  82.  Dr.  Katzenstein,  of  709 
Bellevue  Road,  Bellevue  Manor,  practiced 
dermatology  in  Wilmington  for  40  years,  retiring 
in  1988.  During  his  years  of  practice  he 
served  also  as  dermatologist  at  the  Veterans 
Affairs  Hospital  in  Elsmere,  where  he  conducted 
a clinic. 

Dr.  Katzenstein  graduated  from  the  University 
of  Virginia  in  1928,  and  four  years  later  he  received 
his  M.D.  degree  from  the  medical  school  of  the 
University  of  Maryland.  He  then  spent  three 
years  at  Mount  Sinai  Hospital  in  Baltimore,  first 


as  an  intern,  and  then  followed  by  a two-year 
residency  in  internal  medicine.  For  the  next 
seven  years  he  practiced  medicine  in  Baltimore 
until  the  outbreak  of  World  War  II,  when  he 
joined  the  118th  General  Hospital  Gcnown  as  the 
Johns  Hopkins  unit)  and  with  which  he  served  in 
Australia  and  the  Philippines  from  1941  until  his 
discharge  at  the  end  of  the  war  with  the  rank  of 
Major. 

Following  his  release  from  the  military,  he 
entered  the  graduate  medical  program  in 
dermatology  at  the  University  of  Pennsylvania 
in  Philadelphia  and  became  a fellow  in 
dermatology  and  syphilology  for  two  years,  1945 
to  1947.  Shortly  thereafter  he  became  board 
certified  in  dermatology. 
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Obituaries 


Larry,  as  I knew  him,  was  pointed  toward 
Wilmington  from  a couple  of  sources.  One  was  his 
acquaintance  with  Dr.  Jerome  Kay,  who 
suggested  that  Wilmington  could  use  a well- 
trained  dermatologist.  The  other  was  a former 
medical  school  classmate  of  mine  whom  Larry 
knew  from  their  coincident  military  service  in 
Australia  and  who  suggested  that  if  Larry  was 
considering  Wilmington  he  might  talk  to  me 
about  it.  At  the  same  time,  Larry  was  already 
doing  some  part-time  consulting  at  the  VA 
hospital  in  Elsmere.  Until  1948  he  also  was  an 
instructor  in  dermatology  at  the  medical  school 
of  the  University  of  Pennsylvania. 

In  1948  Dr.  Katzenstein  moved  to  Wilmington, 
transferred  his  membership  from  the  Baltimore 
City  Medical  Society  to  the  New  Castle  County 
Medical  Society,  and  began  his  40  years  of 
dermatological  practice  here.  Like  many  others 
at  the  time  and  for  a number  of  years  to  come, 
Larry  was  part  of  the  movement  of  well-trained, 
young  army  veterans  into  the  medical  practice  of 
a variety  of  specialties.  Wilmington  benefitted 
greatly  from  this  movement.  Dermatology  itself 
was  a changing  specialty.  Long  linked  with 
syphilology  because  of  its  association  with  many 
diverse  skin  lesions  and  its  polymorphism,  the 
traditional  dermatology  training  was  in  both 
areas.  This  was  especially  true  at  the  University 
of  Pennsylvania  under  the  strong  leadership  of 
Dr.  John  Stokes  and  Dr.  Donald  Pillsbury. 
However,  with  the  advent  first  of  antibiotics  and 
later  steroids  and  a growing  knowledge  of  skin 
pathology,  the  specialty  changed.  Syphilis  was 
perceived  more  as  a medical  disease,  no  longer 
the  province  of  the  dermatologist  or  urologist. 
Many  of  the  other  venereal  diseases  became 
primarily  public  health  matters  and  less  a 
concern  even  of  the  urologist,  who  saw  fewer  of 
these  patients  except  for  their  complications. 

Dr.  Katzenstein,  in  his  years  of  practice, 
circumscribed  these  great  changes  from  an 
essentially  descriptive  specialty  with  treatment 
derived  from  time-honored,  somewhat  arcane 
pharmaceutical  prescriptions,  to  a wide  range  of 
much  more  specific  drugs  targeting  specific 
diseases  for  which  they  had  a much  greater 
effectiveness.  The  symptom-alleviating  concoc- 
tions of  the  past  gradually  disappeared  and  only 
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the  historic  art  of  prescription  writing  and 
compounding  suffered,  without  tears. 

Dr.  Katzenstein  was  a member  of  the  board  of 
directors  of  Blue  Cross  and  Blue  Shield  from  1952 
to  1958  and  a member  of  the  board  of  directors  of 
the  Kutz  Home  in  Brandywine  Hundred.  He  also 
was  a member  of  the  Medical  Society  of  DelawEire, 
the  AMA  and  the  Philadelphia  Dermatologic 
Society,  and  was  a life  member  of  the  American 
Academy  of  Dermatology. 

In  1978,  Dr.  Katzenstein  began  reducing  his 
hospital  activities  and  went  on  the  honorary  staff. 
He  fully  retired  in  1988  and  found  much  enjoyment 
in  two  things:  travel  and  the  opportunity  to  expand 
on  a lifetime  enjoyment  of  playing  contract  bridge, 
at  which  he  was  extremely  skillful,  and  from  which 
he  had,  over  many  years,  generated  a wide  circle 
of  similarly  obsessed  fnends. 

His  death  from  pneumonia  was  a bit  of  a shock 
and  surprise  to  many  of  us  who  were  close  to  Larry. 
He  had  been  on  a Caribbean  cruise  in  October  1990 
when  he  slipped  on  a step  coming  down  a stairway 
on  the  ship.  In  the  process,  he  fractured  his  hip  and 
had  to  be  flown  to  Wilmington  for  surgical  repair. 
A successful  hip-nailing  was  p>erformed,  after 
which  he  went  to  Pelleport  for  rehabilitation  and 
convalescence.  He  seemed  to  be  coming  along  nice- 
ly and  went  home  to  gradually  progress  from 
walker  to  crutches  and  then  a cane.  As  he 
continued  to  move  around  at  home  and  seemingly 
continued  his  improvement  over  the  next  couple  of 
months,  he  developed  a devastating  lobar 
pneumonia,  associated  with  extensive  COPD  and 
complicating  emphysema,  which  resisted  all 
therapy  and  the  deadly  result  was  overwhelming 
and  swift.  All  who  knew  him,  played  bridge  with 
him  or  were  his  patients  will  miss  his  skill,  his 
humor  and  his  sincere  empathy  with  patients  - 
warm,  caring  and  never  hurried.  He  endeared 
himself  to  his  many  patients  over  the  many  years 
of  practice  in  Wilmington. 

He  is  survived  by  his  Australian-bom  wife,  Joan, 
and  two  sons:  Lawrence,  of  New  York,  who  writes 
for  Consumer  Reports',  emd  Robert,  a lawyer 
practicing  in  Wilmington;  and  a daughter,  Lisa 
Warshaw,  living  in  Wynnewood,  Pennsylvania.  He 
leaves  a brother,  Alvin,  as  well  as  four  grand- 
children. There  was  £m  ecumenical  service  in  his 
memory,  followed  by  a private  burial. 
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Rehabilitation  Consultants,  Inc. 


Owners 

Roben  (!juilano.  MA.  PT 
I Fa\el  Cha\'in.  M D 
.\nihon\’  I.  Cucu//dl.i.  M I) 
I'lerrc  L U'Rov,  M 0. 
lulo  \ Monicleonc,  M [) 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Tot^  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 


C.  Robert  Green,  Jr.,  M.D. 

On  Saturday,  February  16,  1991,  Dr.  C.  Robert 
Green,  Jr.,  died  at  his  home  in  Chadds  Ford,  Pa., 
of  lung  cancer.  He  was  67  years  old.  He  had  been 
practicing  his  specialty  of  obstetrics  and 
gynecology  in  Wilmington  for  32  years. 

Dr.  Green  was  bom  in  Philadelphia,  Pa.,  on 
January  23, 1924.  He  received  his  Bachelor  of  Arts 
degree  from  the  University  of  Pennsylvania  in 
1946  and  his  M.D.  degree  from  Tfemple  University 
Medical  School  in  1950.  After  a year  of  internship 
at  the  Delaware  Hospital  in  Wilmington,  he  serv- 
ed in  the  Navy  during  the  Vietnam  war,  including 
service  in  Saigon  from  1951  to  1953.  From  1953  to 
1956  he  did  his  residency  training  in  OB/GYN  at 
the  Maryland  Hospital  for  Women  in  Baltimore. 
He  initially  seemed  to  favor  starting  a practice  in 
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Baltimore,  becoming  a member  of  the  Medical  and 
Chirurgical  Faculty  of  Meiryland.  He  became  an 
instructor  in  OB/GYN  at  the  University  of 
Maryland  and  an  assistant  chief  at  Baltimore  City 
Hospital  from  1956  to  1958  and  then  decided  to 
retmm  to  Wilmington,  where  he  remedned  in 
practice  imtil  his  death. 

Dr.  Green  became  certified  as  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  in 
1961.  He  was  a fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  as  well  as  of  a 
number  of  other  societies.  These  included  the  New 
York  Academy  of  Sciences,  the  American  Associa- 
tion for  the  Advancement  of  Science,  the  Delaware 
Academy  of  Medicine,  and  the  trio  of  linked 
societies,  namely  the  New  Castle  Coimty  Medical 
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THYROID 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 


Society,  the  Medical  Society  of  Delaware,  and  the 
AMA.  He  was  a diplomate  of  the  National  Board 
of  Medical  Examiners  and  was  licensed  in 
Delaware  by  reciprocity.  He  held  the  rank  of 
clinical  assistant  professor  of  OB/GYN  at  Jefferson 
since  1972  and  had  been  an  active  member  of  the 
staffs  of  the  three  hospitals  which  later  merged  to 
form  the  Medical  Center  of  Delaware.  He  later  held 
a senior  position  on  the  OB/GYN  staff  at  the  St. 
Francis  Hospital.  He  also  served  a term  as 
president  of  the  Delaware  OB/GYN  Society  in 
1985. 

On  recitation,  his  ability  and  accomplishments 
seem  self-evident,  but  there  was  a deeper  side  to 
Bob  Green  which  has  to  be  mentioned.  As  I knew 
him,  he  was  a very  private  person,  with  strong 
convictions  upon  which  he  was  willing  to  act  and 
take  the  consequences.  As  I reviewed  his  file  in  the 
Medical  Center’s  credentialling  department,  I 
came  across  correspondence  between  Bob  and  me 
which  I had  forgotten.  In  1970,  while  the  hospital 
merger  was  still  young  and  its  accomplishments 
still  unrealized.  Bob  had  already  been  promoted  to 
a senior  attending  position  in  his  department  but 
found  that  there  was  trouble  in  this  Eden.  The 
educational  program  was  not  up  to  his  expectations 
and  the  department  had  not  achieved  the 
cohesiveness  he  felt  was  needed  to  accomplish  its 
objectives,  and  in  his  position  as  a senior  attending 
he  did  not  see  how  he  could  accomplish  then  what 
the  merger  had  held  out  as  a promise  to  its 
supporters.  What  Bob  did  that  seemed  so  vmusual, 
so  quixotic,  was  to  first  ask  to  be  reduced  in  rank 
to  associate,  and  in  the  same  envelope  he  enclosed 
a check  for  $500  to  indicate  his  support  for  the 
concept  of  the  merger.  I tell  this  story  because  it  in- 
dicates something  of  the  character  of  the  man  that 
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was  unique.  Clncidentally,  several  years  later  he 
again  accepted  promotion  back  to  the  rank  of 
senior  attending  as  the  depeirtment  of  OB/GYN 
began  to  achieve  the  promise  of  merger  under  its 
current,  and  soon-to-retire  director.  Dr.  William 
Slate.) 

He  was  very  private  in  much  that  he  did.  Aside 
from  interests  in  Delaware  history,  in  things  of 
science,  and  a devotion  to  sqiiash  as  a sport,  he  kept 
his  illness  very  much  a secret  imtil  secrecy  was  no 
longer  possible. 

Dr.  Green  is  survived  by  his  wife,  Lucy  M.;  fom 
sons,  Charles  Robert  HI  of  Newark,  Graham  Scott 
of  Sonora,  Calif.,  Timothy  A.  of  Elkton,  Md,  and 
Christian  R.,  at  home;  four  daughters,  Nancy  Rae 
Green  of  Wilmington,  Virginia  G.  Yeatman  of 
Cochranville,  Pa.,  Sue  Green  of  Houston,  Tfexas, 
and  Christina  Green,  at  home;  two  sisters,  Nancy 
Marohn  of  St.  Croix,  Virgin  Islands,  and  Marilou 
DuBois  of  DuBois,  Pa.;  and  eight  grandchildren. 

Services  were  held  at  St.  Cornelius  Church, 
Ridge  Road,  Chadds  Ford,  on  Tuesday,  February 
19,  1991,  and  bvudal  was  in  Bradford  Cemetery, 
Marshallton,  Pa. 

For  those  who  will  remember  Bob  for  his 
contributions  to  the  growth  and  development  of  the 
department  of  OB/GYN  at  the  Medical  Center  over 
its  formative  years  and  to  others  who  knew  and 
loved  him  and  who  desire  to  formalize  their 
feelings  in  a tangible  way,  it  has  been  suggested 
that  some  contribution  can  be  made  either  to  the 
St.  Cornelius  building  fund  or  to  Delaware  Hospice, 
Inc.,  Wilmington. 

Norman  L.  Cannon,  M.D. 
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If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  rele- 
vant information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington, 
DE  19806-2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before 
publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 


Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  302-654-1001.  The 
anonymity  of  the  caller  is  assured. 


JEFFERSON  BEGINS  A drug  designed  to  improve  memory  loss  and  other  mental  symptoms 
TRIAL  ON  ALZHEIMER'S  associated  with  Alzheimer’s  Disease  will  be  evaluated  in  a clinical  trial  at 
DRUG  Thomas  Jefferson  University  Hospital  in  Philadelphia.  The  Jefferson  trial 
is  part  of  an  international,  multicenter  study  to  evaluate  the  safety  and  ef- 
ficacy of  the  drug. 


“This  drug  has  shown  promise  in  some  patients,”  says  Patricio  F.  Reyes,  M.D., 
associate  professor  of  neurology  and  director  of  Jefferson’s  Alzheimer’s 
Disease  and  Dementia  Center.  “It  has  been  given  as  medication  to  selected 
Alzheimer’s  patients  here  for  the  past  year  and  a half.  Although  there  is  no 
evidence  that  this  is  a cure  for  Alzheimer’s,  the  initial  data  collected  on  the 
drug  have  shown  very  encouraging  results.” 

“Preliminary  data  have  not  been  thoroughly  analyzed,”  notes  Dr.  Reyes. 
The  drug,  however,  has  received  endorsement  from  the  Food  & Drug  Ad- 
ministration for  further  studies.  The  new  findings,  in  addition  to  previous 
results,  will  be  the  backbone  of  Jefferson’s  recommendations  for  the  drug’s 
usage. 

After  a thorough  medical  examination,  20  to  30  study  participants  will 
be  selected  from  among  healthy  Alzheimer’s  patients  with  mild  to  moderate 
dementia.  The  patients  will  be  evaluated  at  Jefferson  while  continuing  to 
see  their  family  physicians.  Participation  is  free.  Patients  seeking  informa- 
tion on  the  study  should  call  215-955-6692. 
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CLINICAL  MEETINGS  AND  NOTICES 


THE  TREATMENT  OF  The  treatment  of  panic  disorder  is  the  subject  of  an  upcoming  consensus 
PANIC  DISORDER  development  conference  sponsored  by  the  National  Institutes  of  Health 
scheduled  for  September  25-27.  The  conference  will  bring  together 
specialists  in  psychosociology  and  psychopharmacology  and  other  relevant 
fields.  On  the  first  two  days,  experts  will  present  current  scientific  think- 
ing about  the  diagnosis,  management,  and  prevention  of  panic  disorder,  and 
concerned  voluntary  organizations  will  be  invited  to  make  statements.  On 
the  third  day,  after  considering  the  scientific  evidence,  the  consensus  panel 
will  present  its  draft  report  and  invite  comments  from  the  audience.  Mar- 
tin Keller,  M.D.,  Psychiatrist-in-Chief,  Butler  Hospital,  Providence,  Rhode 
Island,  will  chair  the  panel.  To  register  or  for  more  detailed  information, 
write  Conference  Registrar,  Prospect  Associates,  1801  Rockville  Pike,  Suite 
500,  Rockville,  Maryland  20852;  call  301-468-MEET;  or  fax  301-770-5164. 


1991  AAFP  ANNUAL  This  year’s  Scientific  Assembly  will  be  held  Wednesday,  September  25, 
ASSEMBLY  through  Sunday,  September  29,  in  Washington,  D.C.  Lectures  by  national- 
ly renowned  speakers.  Clinical  procedures  workshops,  more  continuing 
education  courses,  clinics  on  orthopedic  injuries,  more  interactive  video. 
Weekend  program  - less  time  away  from  your  office.  Centralized  activities, 
accessible  by  free  shuttle  buses.  Over  30  AAFP  credit  hours  possible  for  $100 
(member  preregistration).  Some  courses  require  a fee.  For  information  or  to 
register,  call  800-926-6890. 


CALENDAR  OF  EVENTS  ...  IN  BRIEF 


July-December 

July  20-27 
August  1-3 


AMA  Workshops  for  Young  Physicians,  Established  Physicians  and 
Medical  Office  Staff;  locations  around  the  country.  Call  800-366-6968. 

Topics  in  Contemporary  Medicine.  Call  612-588-9478. 

5th  Annual  Financial  Management  Conference;  South  Carolina.  Call 
800-221-6437. 


August  1-4  Update  in  Pediatric  Radiology  - New  Horizons;  Ashville,  North  Carolina. 
Call  Debbie  Shealy  at  803-798-6207. 

September  26-28  Comprehensive  Update  on  the  Theory  and  Practice  of  Gastroenterology  and 
Hepatology;  Philadelphia,  Pennsylvania.  Call  609-848-1000. 
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Sometimes,  to  get  ahead, 
you  need  to  retreat.  The  Virden 
Retreat  Center  is  ideal  for  your 
retreat,  meeting,  or  moderate- 
sized conference. 

Located  near  historic  Lewes 
and  suiTOunded  by  the  nahiral 
beauty  of  coastal  wetlands, 
the  Center  enables  you  to 
escape  the  distractions  of  your 
daily  work  environment.  It  has 
everything  you  need  for  a 
dynamic  meeting  plus  the 
unique  setting  of  a Delaware 
Bay  fishing  village  that  fea- 
tures fine  dining,  quaint 
shops,  and  charter  fishing. 

Refreshing.  Stimulating. 
Retreat  to  the  Virden  Center 
and  get  things  done. 


PLANNING  A MEETING? 

RETREAT 

TO  THE 

VIRDEN  CENTER 


• 4 meeting  rooms  for  groups 
up  to  100 

• Overnight  lodging  for 
up  to  38 

• Guest  rooms  include  screened 
porch,  air  conditioning,  tele- 
vision, private  bath 

• Physical  fitness  room 

• Full  seivice  dining  facilities 

• Audio-visual  equipment 

• Professional  conference  staff 
and  planning  services 

• Newly  renovated  early  1 991 

Information  & Reseivations 

302-645-4100  • FAX  302-645-4113 

VIRDEN  RETREAT  k 
CONFERENCE  CENTER 

UNIVERSITY  OF  DELAWARE 

700  Pilottown  Road, 

Lewes,  DE  19958 


September  27-29  The  Worker  in  the  Work  Place:  Rehabilitating  Musculoskeletal  Injuries.  Call 
Marc  I.  White  at  604-684-4148  or  fax  604-684-6247. 


September  30-  Board  Review  Course  in  Cardiovascular  Disease;  Philadelphia,  Penn- 
October  4 sylvania.  Call  Bernard  L.  Segal,  M.D.  at  215-662-9084. 


October  25-26  “Geriatrics:  Dilemmas  and  Solutions”;  Mesa,  Arizona.  Call  602-974-4212 
between  8:00  a.m.  and  11:00  a.m.  Mountain  Standard  Time. 


November  7-10  American  Pain  Society  10th  Annual  Scientific  Meeting;  New  Orleans, 
Louisiana.  Call  Mona  Kronon  at  708-966-5595,  or  fax  708-966-9418. 


July,  September  “Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Yom  Future 
November  Tbday”;  (location  varies).  Call  Jill  Rubiner  at  312-464-2461. 


Del  Med  Jrl,  June  1991-Vol.  63,  No.  6 


393 


DESIGNING 
YOUR  RETIREMENT 

PROGRAM 


H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 


Creative  retirement  planning  provides  a brighter  future. 

Wilmington  Financial  Group 


201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark.  Delaware  19714  • (302)  731  1326 
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New  Diagnostic  Modalities 
for  the  Evaluation  of  the  Potient  With  Syncope 


Henry  L.  Weinw,  M.D. 


Syncope,  the  transient  loss  of  consciousness  and 
postural  tone  in  the  absence  of  seizure  activity, 
is  a common  clinical  problem.  It  accounts  for 
about  3 percent  of  emergency  room  visits,  and  6 
percent  of  medical  hospital  adi^issions.^ 
Because  of  the  multiple  causes  of  syncope, 
establishing  a specific  diagnosis  is  often 
challenging.  Accurate  diagnosis  is  important, 
however,  because  the  prognosis  of  some  patients 
with  syncope,  principally  those  with  structural 
heart  disease,  is  poor  in  the  absence  of  interven- 
tion. Several  new  diagnostic  tests  have  proved 
useful  in  the  diagnosis  and  management  of 
patients  with  syncope.  These  include  signal- 
averaged  electrocardiography,  invasive 
electrophysiological  (EP)  testing,  tilt  table 
testing,  and  loop  monitoring.  This  review  will 
stress  the  role  of  these  diagnostic  modalities  in 
the  assessment  of  the  patient  with  syncope. 

Work  done  by  Dr.  Kapoor  and  colleagues  at  the 
University  of  Pittsburgh  provides  a basis  for  our 
current  approach  to  the  patient  with  syncope. 
These  investigators  prospectively  evaluated  204 
patients  with  syncope  to  determine  how  often  a 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  on  April  11,  1991. 

Dr.  Weiner  is  a member  of  the  Provisional  Staff,  Department  of  Medicine, 
Medical  Center  of  Delaware,  Section  of  Cardiology,  and  Associate  with  Cardiology 
Consultants,  PA..  Newark,  DE,  as  a Cardiologist/Electrophysiologist. 


diagnosis  could  be  established  and  which 
diagnostic  tests  were  most  helpful  in  the  work- 
up.^ They  found  that  the  most  powerful 
diagnostic  test  for  establishing  the  cause  of 
syncope  was  the  history  and  physical  examina- 
tion, which  was  diagnostic  in  25  percent  of 
patients.  Routine  screening,  laboratory  tests  and 
the  electrocardiogram  (ECG)  were  diagnostic  in 
an  additional  6 percent  of  patients.  Continuous 
electrocardiographic  monitoring  was  diagnostic 
in  14  percent  of  patients.  Overall,  a definitive 
diagnosis  was  established  in  only  52  percent  of 
patients. 

Kapoor  and  colleagues  demonstrated  that  the 
most  common  cardiac  causes  of  syncope  are 
malignant  arrhythmias  and  structural  lesions, 
such  as  aortic  stenosis.  These  patients  had  a 
particularly  poor  prognosis:  a 30  percent  one-year 
mortality,  and  a 24  percent  incidence  of  sudden 
death.  Their  most  common  diagnosis  was 
ventricular  tachycardia  and  they  almost 
invariably  had  structural  heart  disease,  most 
often  coronary  artery  disease  and  prior  myocard- 
ial infarction.  In  contrast,  patients  with  a non- 
cardiac cause  of  syncope  (orthostatic  syncope, 
vasovagal  syncope,  or  drug-induced  syncope)  or 
no  diagnosis  had  a 4 percent  one-year  mortality. 
The  rate  of  recurrent  syncope  was  high  in  both 
groups  of  patients:  approximately  30  percent  over 
30  months  of  follow-up.® 
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Based  on  these  results,  the  approach  to  the 
patient  with  syncope  is  to  exclude  significant 
structural  heart  disease  and  malignant 
arrhythmias,  principally  ventricular  tachycardia 
and  symptomatic  bradycardia.  The  initial  assess- 
ment should  include  a detailed  description  of  the 
event  and  a thorough  medical  history,  with  an 
emphasis  on  cardiac  and  neurological  illness.  On 
physical  examination,  the  physician  should 
search  for  evidence  of  significant  cardiac  or 
neurological  disease,  including  orthostatic  pulse 
and  blood  pressure  changes,  significant  cardiac 
murmurs,  bruits,  and  focal  neurological  deficits. 
Patients  in  whom  a cardiac  cause  of  syncope 
cannot  be  excluded  should  be  admitted  for 
continuous  ECG  monitoring.  These  patients 
should  also  have  an  echocardiogram  and  a stress 
test  to  search  for  evidence  of  structural  heart 
disease,  exclude  myocardial  ischemia,  and 
evaluate  left  ventricular  function.  When 
appropriate,  patients  should  undergo  cardiac 
catheterization.  However,  in  spite  of  a thorough 
evaluation  in  50  percent  of  patients,  a specific 
etiology  for  syncope  cannot  be  identified.^  These 
patients  are  candidates  for  additional  evaluation, 
including  invasive  EP  testing,  signal-averaged 
electrocardiography,  tilt  testing,  and  loop 
monitoring.  The  use  of  these  new  diagnostic 
modalities  can  improve  the  diagnostic  yield  in 
the  evaluation  of  the  patient  with  syncope. 

Signal-Averaged  Electrocardiography 

Ventricular  tachycardia  is  the  most  common 
cause  of  sudden  death  in  patients  with  cardiac 
syncope  and,  in  the  era  of  implantable 
defibrillators,  these  patients  can  be  effectively 
treated."*  Thus,  identifying  patients  at  risk  for 
spontaneous  ventricular  tachycardia  is  of 
considerable  importance.  The  signal-averaged 
electrocardiogram  (SAE)  is  a noninvasive  test 
which  has  been  reported  to  be  useful  in  identify- 
ing patients  at  risk  for  ventricular  tachycardia, 
causing  syncope.^  The  SAE  records,  amplifies, 
and  filters  the  surface  ECG,  reducing  the  noise 
and  identifying  late  potentials,  low  amplitude, 
high  frequency  signals  in  the  terminal  portion  of 
the  QRS  complex.®  Direct  recording  of  electrical 
activation  of  the  heart  during  cardiac  surgery 
suggests  that  these  late  potentials  are  created  by 
slow  myocardial  activation  in  the  region  of  scar 
tissue.  These  areas  appear  to  be  the  substrate  for 
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sustained  ventricular  tachycardia.^  SAE  is  most 
predictive  in  patients  with  coronary  artery 
disease.  In  patients  with  syncope  and  known 
heart  disease,  a positive  SAE  is  highly  predictive 
of  inducible  ventricular  tachycardia  during  elec- 
trophysiological  study.  Conversely,  patients  with 
structurally  normal  hearts  and  a normal  SAE  are 
unlikely  to  have  inducible  ventricular  tachycar- 
dia.® The  noninvasive  nature  of  the  SAE  and  its 
ability  to  identify  patients  at  risk  for  sudden 
death  due  to  ventricular  tachycardia  make  this 
technique  useful  and  widely  applicable  in  the 
evaluation  of  the  patient  with  syncope. 

Electrophysiological  Testing  (EP  Testing) 

EP  studies  are  invasive  tests  during  which 
several  temporary  pacing  and  recording 
catheters  are  placed  in  the  heart  under 
fluoroscopic  guidance.  In  the  typical  syncope 
study,  three  catheters  are  placed  in  the  high  right 
atrium.  His  bundle  region,  and  right  ventricular 
apex.  Atrial  pacing  maneuvers  are  used  to  assess 
the  adequacy  of  sinus  node,  atrioventricular  node, 
and  His-Purkinje  function,  as  well  as  to  induce 
supraventricular  tachycardias.  Ventricular 
pacing  protocols  are  used  to  induce  ventricular 
tachycardia.  Finally,  carotid  sinus  massage  is 
performed  to  rule  out  carotid  sinus  hypersen- 
sitivity. EP  testing  is  indicated  in  patients  in 
whom  the  suspicion  of  syncope  secondary  to  an 
arrhythmia  is  high  and  a noninvasive  work-up  is 
nondiagnostic.  The  best  candidates  for  EP  testing 
have  recurrent  syncope,  underlying  structural 
heart  disease  (usually  prior  myocardial  infarc- 
tion), abnormal  ECGs,  and  a history  of  injury  at 
the  time  of  syncope.®’^  As  discussed  previously, 
an  abnormal  SAE  can  further  identify  patients 
likely  to  have  a diagnostic  EP  study;  however,  the 
study  should  not  be  deferred  in  otherwise  high- 
risk  patients  who  have  a normal  SAE.  In 
appropriately  selected  patients,  the  yield  from 
EP  studies  may  be  as  high  as  75  percent.® 

The  strength  of  invasive  EP  studies  lies  in  the 
demonstration  of  ventricular  tachycardia  as  the 
cause  of  syncope.  Patients  with  organic  heart 
disease  presenting  with  sustained  ventricular 
tachycardia  reliably  have  the  arrhythmia 
duplicated  during  EP  testing.*®  When  patients 
with  syncope  have  inducible  ventricular 
tachycardia,  treatment  aimed  at  preventing  the 
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tachycardia  prevents  recurrent  syncope.®'”  In 
contrast,  the  predictive  accuracy  of  EP  testing  in 
the  evaluation  of  bradyarrhthymias  is  more 
limited  and  rarely  useful. 

Tilt  Testing 

Patients  with  syncope  and  a normal  heart 
generally  have  a favorable  prognosis;  however, 
recurrent  syncope  is  common.®  Some  of  these 
patients  have  “vasovagal”  syncope  --  loss  of 
consciousness  due  to  hypotension  and  brady- 
cardia, associated  with  pallor,  nausea,  and 
sweating,  classically  precipitated  by  pain  or 
emotional  trauma.^  Many  patients,  however, 
have  spells  in  the  absence  of  an  identifiable  trig- 
ger, and  the  associated  vagal  symptoms  may  be 
highly  variable  or  absent.  The  term  “neurally 
mediated”  syncope  refers  to  the  more  common 
clinical  presentation  of  syncope  in  the  upright 
position  relieved  by  recumbency.^® 

The  pathophysiology  of  neurogenic  syncope 
appears  to  involve  two  sets  of  autonomic  reflexes: 
the  increased  sympathetic  tone,  which  occurs  in 
the  upright  position,  and  the  vagal  cardio- 
inhibitory  (Bezold-Jarisch)  reflex.”’^®  In  the 
upright  position,  increased  venous  pooling 
results  in  a drop  in  cardiac  preload  which,  if 
unopposed,  would  result  in  decreased  cardiac 
output  and  blood  pressure.  A reflex  increase  in 
sympathetic  tone  in  the  upright  position 
minimizes  the  effect  of  decreased  preload  by 
increasing  heart  rate  and  cardiac  contractility. 
Thus,  only  a small  drop  in  blood  pressure  and 
increase  in  heart  rate  occur  in  the  upright 
position  at  the  expense  of  a smaller  heart  with 
a higher  inotropic  state.” 

The  Bezold-Jarisch  reflex  is  mediated  by  the 
vagus  nerve.  Vagal  afferents  innervate  the 
myocardium  and  are  particularly  dense  in  the 
inferior  wall  of  the  left  ventricle.  They  are 
activated  by  wall  tension.  In  response  to 
myocardial  receptor  activation,  vagal  efferents 
cause  cardiac  slowing  and  peripheral  vasodilata- 
tion. Teleologically,  the  Bezold-Jarisch  reflex 
functions  as  a brake  on  cardiac  activity.^® 

Patients  with  “neurally  mediated”  syncope 
appear  to  have  inappropriate  activation  of  the 
Bezold-Jarisch  reflex  in  the  upright  position.^®'” 


The  cause  is  unclear;  however,  patients  with 
neurally  mediated  syncope  have  higher  urinary 
catacholamine  levels  and  increased  sensitivity  to 
exogenously  administered  catacholamines  com- 
pared to  age-matched  controls.”  This  suggests 
some  degree  of  sympathetic  hyperactivity,  which 
has  been  postulated  to  activate  the  Bezold- 
Jarisch  reflex,  producing  hypotension  and 
bradycardia. 

Tilt  testing  is  a simple  provocative  test  capable 
of  reproducing  symptoms  in  patients  with  neural- 
ly mediated  syncope.*®”  During  continuous 
ECG  and  blood  pressure  monitoring,  patients  are 
placed  at  a 70  degree,  head-up  angle  using  a tilt 
table  with  a foot  board  for  weight  bearing. 
Normal  individuals  tolerate  the  position  without 
difficulty;  however,  most  patients  with  neurally 
mediated  syncope  will  develop  typical  spells  with 
loss  of  consciousness  within  20  minutes.*®'*® 
Repeating  the  test  during  isoproterenol  infusion 
increases  the  yield  at  the  expense  of  decreased 
specificity.*®'*’  When  syncope  occurs,  it  is  quick- 
ly reversed  by  returning  the  patient  to  the  supine 
position.  Complications  are  rare,  and  the  test  can 
be  performed  as  an  outpatient.  Tilt  testing  allows 
confirmation  of  the  diagnosis  of  neurally 
mediated  syncope.  It  also  can  be  used  to  follow 
therapy,  which  is  aimed  at  blunting  the 
sympathetic  trigger  to  the  spell  with  beta 
blockade,  or  decreasing  vagal  tone  with  anti- 
cholinergic agents.  *'* 

Loop  Monitoring 

In  spite  of  an  exhaustive  investigation, 
including  EP  studies  and  tilt  testing,  some 
patients  with  syncope  defy  diagnosis.  When  the 
possibility  of  a cardiac  rhythm  disturbance 
causing  syncope  remains,  the  technique  of  loop 
monitoring  may  allow  a definitive  demonstration 
of  the  heart  rhythm  during  syncope.*®  Loop 
monitors  record  a single  ECG  lead,  usually  lead 
I,  and  can  be  worn  by  patients  for  long  periods  of 
time  with  continuous  recording  of  the  ECG. 
When  symptoms  occur,  the  patient  presses  a 
button  on  the  device,  which  stores  the  last  one  to 
five  minutes  of  the  ECG,  allowing  later  review. 
The  technique  is  most  useful  in  demonstrating 
transient  bradycardias  causing  syncope.  It  is 
noninvasive,  inexpensive,  and  is  the  “gold 
standard”  for  documenting  the  correlation 
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between  a transient  symptom  and  a cardiac 
rhythm  disturbance. 

SUMMARY 

Syncope  is  a common  clinical  problem.  Patients 
with  cardiac  syncope  have  a poor  prognosis  and 
a high  incidence  of  sudden  death  during  follow- 
up. The  most  common  diagnosis  in  these  patients 
is  ventricular  tachycardia  in  the  setting  of 
coronary  artery  disease.  Patients  with  syncope 
and  structural  heart  disease  should  undergo  EP 
testing  to  exclude  ventricular  tachycardia.  The 
use  of  SAE  may  be  helpful  in  selecting  patients 
who  are  likely  to  have  ventricular  tachycardia  at 
EP  testing.  Patients  with  syncope  and  a normal 
heart  have  an  excellent  survival,  but  about  30 
percent  have  recurrent  spells.  Those  patients 
with  a normal  heart  and  syncope  in  the  upright 
position  often  have  neurally  mediated  syncope, 
and  the  diagnosis  can  be  confirmed  by  tilt  testing. 
Patients  defying  diagnosis  should  undergo  loop 
monitoring  to  document  the  cardiac  rhythm 
during  syncope. 
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Abstract 

There  is  some  evidence  that  the  dose  of 
epinephrine  currently  recommended  for 
resuscitation  is  low.  This  study  examines  the  ef- 
fect of  bolus  administration  of  5 mg  of 
epinephrine  when  given  as  an  agent  of  last  resort 
for  cardiac  arrest.  The  experimental  design 
called  for  the  administration  of  high-dose 
epinephrine  at  the  point  where  resuscitative  ef- 
forts would  have  ordinarily  been  stopped. 

The  authors  are  associated  with  the  Department  of  Emergency  Medicine,  Medical 
Center  of  Delaware,  Wilmington,  Delaware. 

This  study  was  approved  by  the  Research  Committee  and  Human  Rights  Subcom- 
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Resuscitation  was  then  continued  for  a minimum 
of  five  minutes  so  that  any  changes  in  rhythm  or 
return  of  spontaneous  circulation  could  be  noted. 
Eighty-five  consecutive  patients  undergoing 
resuscitation  in  our  Emergency  Department 
were  enrolled  in  this  study.  Twenty-eight  (33 
percent)  exhibited  a change  in  cardiac  rhythm. 
Of  these  28  patients,  seven  (8  percent)  developed 
pulses.  Of  these  seven  patients,  four  expired  in 
the  Emergency  Department,  one  survived  to 
admission  but  expired  two  days  later,  and  two 
patients  survived  to  discharge.  We  conclude  that 
bolus  administration  of  5 mg  of  epinephrine  may 
be  useful  in  treating  cardiac  arrest  refractory  to 
conventional  therapy. 
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Introduction 

Despite  the  widespread  utilization  of  a 
standardized  ACLS  protocol  for  the  treatment  of 
cardiac  arrest,  successful  resuscitation  continues 
to  be  the  exception  rather  than  the  rule.  Because 
of  the  universally  dismal  prognosis  of  cardiac 
arrest,  nearly  every  therapeutic  modality  used  in 
its  treatment  has  undergone  a thorough 
reevaluation  in  an  attempt  to  improve  outcome. 
It  is  widely  accepted  by  emergency  physicians 
that  new  management  techniques  are  required 
if  more  patients  with  cardiac  arrest  are  to  survive 
to  hospital  discharge  with  intact  neurologic 
function. 

Materials  and  Methods 

This  prospective  study  was  conducted  from 
October  1989  through  April  1990.  All  adult 
patients  presenting  to  either  of  our  two  Emergen- 
cy Departments  with  CPR  in  progress  were 
eligible  for  enrollment.  All  patients  arriving  with 
CPR  in  progress  had  failed  to  regain  perfusion 
despite  resuscitation  by  paramedics.  Paramedics 
within  our  system  follow  a regional  protocol 
which  includes  but  is  not  limited  to  ventilation 
and  chest  compressions  (standard  CPR),  the 
administration  of  drugs,  peripheral  intravenous 
access,  endotracheal  intubation,  and  electrical 
countershocks.  Review  of  the  paramedic  report 
for  each  patient  enabled  us  to  determine  the 
interventions  performed  in  the  field.  Patients 
were  excluded  from  the  study  if  arrest  was  due  to 
trauma,  hypothermia,  drug  overdose,  if  standard 
resuscitative  measures  were  not  instituted  in  the 
field,  or  if  resuscitative  efforts  were  discontinued 
on  arrival  to  the  Emergency  Department. 

The  length  of  time  without  spontaneous 
circulation  for  all  subjects  was  reconstructed 
using  paramedic  run  sheets  as  well  as 
Emergency  Department  charts.  The  paramedics 
routinely  incorporate  an  estimate  of  duration  of 
cardiac  arrest  in  each  report  based  on  interviews 
with  ambulance  personnel,  bystanders,  and 
family  members.  In  addition,  a time  log  is  kept 
on  all  runs  and  includes  the  dispatch  time,  scene 
time,  time  of  arrival  at  the  patient’s  side,  time 
transport  is  initiated,  and  time  of  arrival  at  the 
Emergency  Department.  A time  log  is  also  kept 
on  all  Emergency  Department  resuscitations. 
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The  Emergency  Department  code  team,  super- 
vised by  either  a senior  emergency  medicine 
resident  or  an  emergency  medicine  attending, 
responded  to  all  CPRs  in  progress  enrolled  in  the 
study.  The  code  team  continued  resuscitative 
efforts  begun  in  the  field.  These  efforts  included 
internal  jugular  or  subclavian  central  line  place- 
ment, the  administration  of  drugs  (including 
standard-dose  epinephrine)  by  central  line, 
electrical  countershocks,  cardiac  pacing, 
continuation  of  CPR,  and  pericardiocentesis. 

CPR  was  performed  using  a CPR  thumper 
(Model  1004,  Michigan  Instruments,  Grand 
Rapids,  MI  49506)  that  was  preset  to  deliver  80 
compressions  and  12  interposed  ventilations  per 
minute.  The  force  of  chest  compression  was  set 
between  80  and  120  pounds  as  recommended  by 
the  manufacturer  so  that  the  sternum  was  com- 
pressed one  and  a half  to  two  inches  with  each 
compression. 

Any  patient  not  intubated  by  the  paramedics  in 
the  field  was  intubated  on  arrival  to  the  Emergen- 
cy Department  by  a member  of  the  code  team.  All 
patients  were  placed  on  a cardiac  monitor  on  ar- 
rival. The  presence  or  absence  of  pulses  was  deter- 
mined by  carotid  artery  palpation  and  Doppler  flow. 

At  the  point  in  time  where  the  code  team  leader 
would  normally  terminate  resuscitative  efforts, 
each  patient’s  cardiac  rhythm  was  documented. 
Resuscitative  efforts  are  normally  terminated 
following  10  minutes  of  cardiopulmonary 
unresponsiveness  to  ACLS  therapy  when  the 
total  down  time  is  greater  than  30  minutes.  At 
this  point,  a 5 mg  bolus  of  epinephrine  (5  ml  of 
a 1:1000  adrenaline  chloride  solution)  was  given 
via  central  venous  line.  CPR  was  then  continued 
for  at  least  five  minutes.  Any  change  in  cardiac 
rhythm  or  return  of  spontaneous  circulation  was 
noted.  Any  additional  therapy,  such  as  electrical 
countershock,  cardiac  pacing,  pericardiocentesis, 
or  the  administration  of  drugs,  was  performed  at 
the  discretion  of  the  code  chief  according  to  ACLS 
guidelines.^  If  there  was  no  return  of 
spontaneous  circulation  or  change  in  cardiac 
rhythm  after  five  minutes,  resuscitative  efforts 
were  stopped.  Additional  interventions  were  per- 
formed solely  in  response  to  a change  in  rhythm 
or  return  of  spontaneous  circulation. 
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Results 

Eighty-five  consecutive  patients  who  under- 
went CPR  in  our  Emergency  Department  were 
enrolled  in  the  study.  Twenty-eight  (33  percent) 
of  these  exhibited  at  least  a transient  change  in 
cardiac  rhythm  that  warranted  additional 
intervention.  The  various  rhythm  changes  are 
tabulated  in  Table  I.  Overall,  four  (5  percent) 
patients  developed  transient  pulse  but  sub- 
sequently died  in  the  Emergency  Department. 
Another  patient  developed  pulses  and  survived 
to  admission  but  died  two  days  later.  Yet  another 
patient  developed  spontaneous  circulation  and 
departed  against  medical  advice  on  day  12, 
cognitively  and  neurologically  intact.  A third 
patient  developed  spontaneous  circulation  and 
survived  to  discharge  with  mild  short-term 
memory  impairment  (Table  II). 

The  length  of  time  without  spontaneous  cir- 
culation for  all  subjects  ranged  from  20  to  over  40 
minutes  before  administration  of  high-dose 
epinephrine.  All  cases  involved  CPR  for  longer 
than  20  minutes.  Four  of  the  patients  who 
exhibited  a change  of  rhythm  with  high-dose 
epinephrine  had  also  exhibited  transient  changes 
with  standard  epinephrine  doses.  There  were  no 
objective  deleterious  effects  due  to  epinephrine. 

The  most  common  rhythm  changes  induced  by 
high-dose  epinephrine  were  asystole  converting 
to  pulseless  idioventricular  rhythm  (five  cases) 
or  ventricular  fibrillation  (four  cases)  within 
five  minutes  of  high  dose  epinephrine 
administration. 

Of  the  two  patients  who  survived  to  discharge, 
the  first  was  a 34-year-old  female  who  was 
brought  by  paramedics  to  the  Emergency  Depart- 
ment after  approximately  10  minutes  of  asystole 
despite  standard  prehospital  ACLS  protocol. 
There  had  been  no  bystander  CPR.  In  the 
Emergency  Department,  the  patient  received 
four  doses  of  1 mg  epinephrine  and  50  meq  sodium 
bicarbonate  without  a change  in  rhythm.  After 
20  minutes  of  CPR,  5 mg  epinephrine  was 
administered,  resulting  in  normal  sinus  rhythm 
at  a rate  of  62  per  minute  with  palpable  pulses. 
The  patient  was  on  dialysis  for  chronic  renal 
failure  and  was  thus  given  calcium  chloride  1 gm 
once  pulses  were  obtained.  The  serum  potassium 


Asystole  to  idioventricular  rhythm 
without  pulse  5 

Asystole  to  ventricular  fibrillation  4 

Asystole  to  normal  sinus  rhythm 
with  pulse  4* 

Ventricular  fibrillation  to  electro- 
mechanical dissociation  (one  of  these 
occurred  with  defibrillation)  3 

Asystole  to  ventricular  tachycardia  2 

Asystole  to  accelerated  junctional 
rhythm  with  pulse  2** 

Asystole  to  idioventricular 
rhythm  with  pulse  1 


Asystole  to  transient  electro-mechanical 
dissociation  to  sinus  tachycardia  with 
pulse  (this  occurred  with 
pericardiocentesis)  1 

Paced  ventricular  rhythm  without  pulse  1 
to  paced  ventricular  rhythm  with  pulse 
Asystole  to  electro-mechanical  dissociation  1 


Electro-mechanical  dissociation  to 
ventricular  tachycardia  1 

Ventricular  tachycardia  to  electro- 
mechanical dissociation  1 

Idioventricular  rhythm  rate  of  30 
without  pulse  to  idioventricular 
rhythm  rate  of  50  without  pulse  1 

Ventricular  fibrillation  to  paced  rhythm 
without  pulse  upon  intravenous 
pacemaker  insertion  1 


*One  long-term  survivor 
**Includes  one  long-term  and  the  one 
short-term  survivor 

Table  I.  Summary  of  rhythm  changes  with  5 mg 
epinephrine  bolus. 


Total  Patients 

83 

Change  in  Rhythm 

28 

Developed  Pulses 

7 

Died  in  ED 

4 

Died  in  hospital 

1 

Survivors 

2 

Table  II. 
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drawn  upon  arrival  to  the  Emergency  Depart- 
ment was  9.4.  It  was  speculated  that 
hyperkalemia  was  the  cause,  rather  than  the° 
effect,  of  cardiac  arrest.  The  patient  was  dialyz- 
ed and  admitted  to  the  intensive  care  unit  but  left 
the  hospital  against  medical  advice  12  days  after 
admission. 

The  second  patient  was  a 62-year-old  white 
female  with  a history  of  h3qjertension  who  com- 
plained of  sudden,  severe  chest  pain.  She  then 
suffered  witnessed  cardiac  arrest  with  bystander 
CPR  initiated  by  family  members.  The  patient 
was  in  ventricular  fibrillation  on  paramedic 
arrival  and  was  defibrillated  three  successive 
times,  converting  to  asystole  on  the  last  attempt. 
The  patient  arrived  in  the  Emergency  Depart- 
ment after  15  minutes  of  cardiac  arrest  and  was 
given  1 mg  epinephrine,  1 mg  atropine,  and  100 
mg  lidocaine  without  change  in  rhythm.  After 
another  10  minutes  of  CPR  she  was  given  5 mg 
epinephrine  due  to  refractory  asystole.  The 
patient  converted  to  an  accelerated  junctional 
tachycardia  with  palpable  pulses  spontaneously 
converting  to  sinus  tachycardia  10  minutes  later. 
She  was  admitted  to  the  intensive  care  unit.  Her 
cardiac  arrest  occurred  as  the  result  of  an  acute 
anterolateral  myocardial  infarction.  The  patient 
was  initially  confused  and  disoriented  but 
improved  with  time  and  was  discharged  three 
weeks  later  neurologically  intact  except  for  a 
mild  short-term  memory  impairment. 

The  patient  who  died  in  the  intensive  care  unit 
two  days  after  resuscitation  in  the  Emergency 
Department  was  a 72-year-old  male  who  became 
unresponsive  at  home  and  was  found  by  the 
paramedics  in  pulseless  ventricular  tachycardia. 
He  underwent  standard  ACLS  protocol  en  route 
to  the  Emergency  Department  and  remained  in 
pulseless  ventricular  tachycardia  on  arrival. 
After  a full  loading  dose  of  lidocaine,  numerous 
1 mg  boluses  of  epinephrine,  and  several 
unsuccessful  attempts  at  electrical  cardioversion, 
a 5 mg  epinephrine  bolus  was  given  via  right 
subclavian  line.  Cardioversion  with  360  Joules 
converted  the  rhythm  to  course  ventricular 
fibrillation.  The  patient’s  rhythm  deteriorated  to 
asystole  within  two  minutes.  CPR  was  continued 
and  a second  5 mg  epinephrine  bolus  was  given 
five  minutes  after  the  first.  After  two  minutes  the 
rhythm  converted  to  ventricular  tachycardia. 
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Cardioversion  with  360  Joules  produced  a junc- 
tional tachycardia  with  palpable  pulses.  Within 
minutes  the  rhythm  reverted  to  V Tach  and  the 
patient  was  immediately  shocked,  resulting  in 
junctional  tachycardia.  The  patient  remained  in 
junctional  tachycardia  with  pulses  and  was 
transferred  to  the  intensive  care  unit.  He  even- 
tually showed  signs  of  anoxic  brain  injury  with 
resultant  cerebral  edema  and  died  of  uncal 
herniation  in  the  ICU. 

Of  those  patients  who  developed  transient 
pulses  with  high-dose  epinephrine,  the  first  was 
a 67-year-old  male  brought  by  the  paramedics  to 
the  Emergency  Department  after  35  minutes  of 
ventricular  fibrillation  which  had  deteriorated  to 
asystole  despite  ACLS  protocol  en  route.  After 
continuation  of  CPR,  the  patient  was  given  a 5 
mg  epinephrine  bolus,  with  conversion  of  asystole 
to  an  idioventricular  rhythm  at  a rate  of  40  to  60 
per  minute  with  palpable  carotid  pulses.  Pulses 
persisted  for  approximately  one  minute  before 
the  rhythm  degenerated  to  asystole,  at  which 
time  the  code  was  called. 

The  second  patient  was  in  asystole  on  medic 
arrival,  converted  to  sinus  bradycardia  with  1 mg 
epinephrine,  then  to  ventricular  fibrillation  en 
route  to  the  Emergency  Department.  ACLS  was 
continued  during  the  20-minute  transport.  In  the 
Emergency  Department,  the  patient  was 
defibrillated  to  asystole.  After  1 mg  epinephrine 
and  50  meq  of  sodium  bicarbonate  were 
administered  without  change  in  rhythm,  a 5 mg 
bolus  of  epinephrine  was  given,  converting  the 
rhythm  to  electro-mechanical  dissociation. 
Within  minutes  the  patient  developed  palpable 
pulses  with  a blood  pressure  of  70.  A fluid 
challenge  was  given,  followed  by  dopamine.  The 
patient’s  blood  pressure  remained  low  despite  the 
use  of  pressors.  The  rhythm  degenerated  to 
idioventricular  followed  by  asystole,  at  which 
time  the  patient  was  pronounced  dead. 

The  third  patient  to  regain  pulses  was  a 58  year 
old  with  Hodgkin’s  Disease  who  had  a witnessed 
cardiac  arrest  at  home.  A BLS  crew  arrived  at  the 
scene  and  initiated  CPR.  On  medic  arrival  the 
patient  was  in  ventricular  fibrillation  which 
persisted  en  route  despite  defibrillation  and 
bretylium  tosylate.  On  arrival  at  the  Emergency 
Department,  the  patient  was  in  ventricular 
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fibrillation.  The  patient  was  given  1 mg 
epinephrine  three  times  and  defibrillated  with 
360  Joules.  The  resulting  bradycardia  with  a rate 
of  20  per  minute  did  not  respond  to  atropine.  A 
transthoracic  pacemaker  was  placed  approx- 
imately 30  minutes  into  resuscitation.  Capture 
was  obtained  without  pulses.  After  giving  200  mg 
of  procainamide,  5 mg  of  epinephrine  was 
administered. 

Forty-five  minutes  into  the  resuscitation  the 
patient  went  into  ventricular  fibrillation,  was 
again  defibrillated  with  360  Joules  and  converted 
to  a paced  idioventricular  rhythm  with  a rate  of 
80  and  a systolic  blood  pressure  of  60.  Dopamine 
was  begun  without  affecting  the  blood  pressure. 
After  11  minutes  of  idioventricular  rhythm  with 
a pressure  no  higher  than  60  by  Doppler,  pulses 
were  lost  and  the  patient  regressed  to  ventricular 
fibrillation  then  to  asystole,  at  which  point 
resuscitative  efforts  were  terminated. 

The  fourth  patient  to  regain  pulses  was  a 
60-year-old  male  brought  by  medics  to  the  ER 
after  being  found  unresponsive  at  home.  The 
patient  was  in  a junctional  rhythm  en  route  with 
palpable  pulses,  but  on  arrival  to  the  Emergen- 
cy Department  became  asystolic.  The  patient 
went  into  ventricular  fibrillation  and  was 
defibrillated  four  times.  Lidocaine  and  1 mg 
epinephrine  doses  were  administered.  The 
patient  was  given  a 5 mg  epinephrine  bolus  22 
minutes  after  arrival  and  was  defibrillated  to  a 
junctional  tachycardia  with  carotid  pulses.  The 
patient  proceeded  to  have  runs  of  ventricular 
tachycardia,  junctional  tachycardia,  and  sinus 
tachycardia.  Procainamide  was  given  and  a 
stable  junctional  tachycardia  was  obtained. 
Dopamine  was  administered  but  the  maximal 
blood  pressure  was  70  torr  by  Doppler.  The 
patient  became  asystolic  40  minutes  after 
obtaining  pulses  and  was  pronounced  dead. 

Discussion 

Since  its  first  successful  use  in  resuscitation  in 
1903,^  epinephrine  has  become  the  single  most 
widely  used  drug  in  the  treatment  of  cardiac 
arrest.^  The  current  ACLS  recommendation  of  1 
mg  of  epinephrine  per  dose  is  based  on  the 
findings  of  this  1903  study  in  which  epinephrine 
was  used  in  the  resuscitation  of  dogs.  Extrapola- 
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tion  of  these  data  to  humans  has  failed  to  adjust 
the  dose  of  epinephrine  to  body  weight. 

There  has  been  much  attention  focused 
recently  on  the  pharmacologic  effects  of  graded 
doses  of  epinephrine  in  animal  cardiac  arrest 
models.®  ® High-dose  epinephrine  has  been  found 
to  increase  the  regional  blood  flow  to  the  brain 
during  CPR  in  a swine  model,®  increase  regional 
myocardial  blood  flow  during  CPR  in  a swine 
model,''  increase  the  aortic  diastolic  pressure 
during  closed  chest  massage  in  a canine  model,® 
and  increase  the  coronary  artery  perfusion 
pressure  in  humans  during  CPR.®  It  has  been 
independently  demonstrated  that  increasing 
regional  blood  flow  to  the  brain  is  associated  with 
enhanced  neuronal  survival.^ It  has  likewise 
been  demonstrated  that  an  improved  rate  of 
resuscitation  occurs  when  increased  aortic 
diastolic  pressure  and  increased  myocardial  blood 
flow  are  observed  during  CPR."  '®  The  finding  of 
increased  coronary  artery  perfusion  pressure 
during  CPR  is  associated  with  improved  outcome 
in  humans.'®  In  light  of  these  findings  there  has 
been  much  interest  in  finding  the  optimal  dose 
of  epinephrine  to  be  used  during  resuscitation. 

In  a recent  study  it  was  determined  that  there 
is  a dose-dependent  vasopressor  response  to 
epinephrine  during  CPR  in  humans.  Tfen  patients 
who  suffered  cardiac  arrest  in  the  prehospital 
phase  were  studied.  The  rise  in  systolic  as  well 
as  diastolic  blood  pressures  was  proportionate  to 
the  dose  of  epinephrine  given.  However,  varying  the 
dose  of  epinephrine  did  not  influence  survival.''' 

There  have  been  case  reports  of  patients 
resuscitated  from  prolonged  cardiac  arrest  with 
high-dose  (usually  5 mgs)  epinephrine.  In  one 
such  study,'®  two  patients  were  resuscitated 
after  20  to  40  minutes  of  cardiac  arrest  which  had 
been  refractory  to  conventional  ACLS  therapy. 
One  of  these  patients  was  eventually  discharged 
from  the  hospital  neurologically  intact. 

We  studied  the  effect  of  5 mgs  of  epinephrine 
given  when  resuscitation  would  have  ordinarily 
been  stopped  and  found  that  55  patients 
exhibited  no  change  in  rhythm,  whereas  28 
patients  did.  This  change  in  rhythm  often 
necessitated  additional  treatment.  In  20  of  the 
28  cases,  the  administration  of  high-dose 
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epinephrine  caused  the  conversion  of  asystole  to 
a more  treatable  rhythm.  Six  of  the  20  cases  of 
asystole  converted  to  either  ventricular  tachy- 
cardia or  ventricular  fibrillation,  while  14  of  the 
20  cases  resulted  in  the  generation  of  complexes 
(sinus  or  junctional).  One  half  of  the  patients  who 
developed  complexes  had  pulses.  Because  the 
dose  of  epinephrine  was  given  late  in  resuscita- 
tion, these  results  lead  one  to  speculate  as  to  its 
efficacy  if  used  earlier. 

It  is  interesting  to  note  that  in  the  four  cases 
of  refractory  ventricular  fibrillation,  the 
administration  of  high-dose  epinephrine  resulted 
in  the  termination  of  this  rhythm.  In  one  case, 
ventricular  tachycardia  was  induced  in  a patient 
previously  in  electro-mechanical  dissociation. 
The  pressor  effect  of  epinephrine  was  noted  in  two 
cases  as  evidenced  by  the  generation  of  pulses  in 
one  patient  with  a pacemaker  rhythm  and 
another  patient  with  an  idioventricular  rhythm. 
High-dose  epinephrine  may  possibly  promote  the 
return  of  spontaneous  circulation  due  to  its  effect 
on  cardiac  rhythm  as  well  as  its  pressor  effect  in 
selected  patients. 

Of  the  seven  patients  who  developed  pulses 
following  high-dose  epinephrine,  four  expired  in 
the  Emergency  Department.  Based  on  these  four 
cases  it  is  impossible  to  draw  conclusions  regard- 
ing efficacy  even  though  high-dose  epinephrine 
facilitated  defibrillation  and  rhythm  conversion. 

The  patient  who  survived  for  only  two  days  was 
found  at  home  by  the  medics  in  ventricular 
tachycardia.  While  this  patient  was  resuscitated 
in  the  Emergency  Department,  he  succumbed  to 
anoxic  brain  injury  due  to  prolonged  low  perfu- 
sion. It  is  of  interest  that  the  high-dose 
epinephrine  appeared  to  facilitate  cardioversion 
after  numerous  unsuccessful  attempts. 

The  first  of  the  two  long-term  survivors  was  a 
34-year-old  female  with  a history  of  chronic  renal 
failure  who  was  on  dialysis.  The  presumed  cause 
of  cardiac  arrest  was  hyperkalemia.  The  fact  that 
this  patient  was  on  dialysis  was  not  appreciated 
until  the  return  of  spontaneous  circulation.  This 
patient  had  been  in  cardiopulmonary  arrest  for 
30  minutes  prior  to  the  administration  of  the 
high-dose  epinephrine.  Despite  this  prolonged 
“down  time,”  resuscitation  was  successful  as 
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evidenced  by  the  patient  leaving  the  hospital, 
albeit  against  medical  advice,  on  day  12. 

The  second  survivor  had  an  absence  of  spon- 
taneous circulation  for  approximately  25 
minutes.  The  use  of  high-dose  epinephrine  in  this 
case  resulted  in  the  return  of  spontaneous 
circulation  following  asystole.  This  patient’s 
neurologic  recovery  was  nearly  complete. 

By  giving  the  test  dose  of  epinephrine  at  a point 
in  resuscitation  where  efforts  would  have 
ordinarily  been  stopped,  we  have  investigated  the 
efficacy  of  the  test  drug  when  given  as  a treat- 
ment of  last  resort.  Despite  the  fact  that  there 
were  only  two  long-term  survivors  of  the  85 
patients  enrolled,  one  must  keep  in  mind  that 
these  two  patients  would  not  have  survived  other- 
wise. Although  the  use  of  high-dose  epinephrine 
at  the  end  of  resuscitation  does  not  dramatically 
affect  outcome,  it  appears  to  be  of  benefit  in  select 
patients.  From  our  data  it  is  impossible  to  predict 
which  patients  will  benefit  from  high-dose 
epinephrine.  We  therefore  believe  that  the 
administration  of  high-dose  epinephrine, 
especially  if  used  early  in  resuscitation,  needs  to 
be  investigated  more  thoroughly. 

Summary 

There  have  been  anecdotal  reports  that  doses 
of  epinephrine  higher  than  currently  recom- 
mended may  be  of  benefit  in  resuscitation.  We 
studied  the  effect  of  bolus  administration  of  5 mg 
of  epinephrine  given  at  “the  end”  of  resuscitation 
and  have  found  it  to  be  of  benefit  in  certain  pa- 
tients. In  the  four  patients  developing  return  of 
spontaneous  circulation,  high-dose  epinephrine 
was  associated  with  1)  a change  in  rhythm,  2)  a 
pressor  effect,  and  3)  defibrillation.  It  is,  however, 
impossible  to  make  general  statements  regard- 
ing the  efficacy  or  mechanism  of  action  of  high- 
dose  epinephrine. 

We  are  encouraged  by  our  results  since  high- 
dose  epinephrine  was  used  successfully  in  the 
resuscitation  of  two  patients  who  otherwise 
would  have  been  pronounced  dead.  We  are 
further  encouraged  by  the  changes  in  rhythm 
observed  in  our  study  population.  These  rhythm 
changes  may  be  beneficial  if  epinephrine  is  given 
earlier.  We  therefore  advocate  the  investigation 
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of  high-dose  epinephrine  used  early  in  the  course 
of  resuscitation. 
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An  Analysis  of  Strokes  in  a Rural  Hospital 


F.  William  Maguire  D.O.,  F.A.C.A. 
Ellen  F.  Neff,  R.N.,  C.C.R.N. 


Abstract 

A four -year  retrospective  analysis  of  strokes  in 
a rural  hospital  was  undertaken  for  comparison 
with  other  areas  as  well  as  to  understand  the 
impact  of  the  DRG  system  on  the  rural  hospital. 
Risk  factors,  studies,  treatment,  disposition  as 
well  as  resource  considerations  were  all 
evaluated. 

Although  strokes  in  general  are  on  the  decline, 
there  are  still  approximately  500,000  new  cases 
per  year  in  the  United  States.  Stroke  is  also  the 
number  one  disabler  of  adults.  Community 
hospitals  generally  are  the  primary  care  center 
for  these  stroke  patients.  The  study  we  did  at  our 
institution  was  to  identify  or  reconfirm  the  rural 
population  at  risk,  the  diagnostic  evaluation, 
treatment,  outcome  and  disposition  of  patients 
with  cerebro- vascular  accident  (CVA).  The  study 
was  sparked  in  part  by  the  fact  that  the  majority 
of  the  patients  were  part  of  the  “diagnostic 
related  group”  (DRG)  system  and  the  required 
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resources  far  outweighed  the  compensation.  If 
quality  care  is  to  continue,  as  it  must,  some 
insight  is  needed  into  this  complex  situation. 

Study  Population  and  Methods 

The  Southern  Chester  County  Medical  Center 
cares  for  some  55,000  people  in  a 275  square  mile 
area  in  southeastern  Pennsylvania  between 
Philadelphia  and  Lancaster  and  bordering  on 
Delaware  and  Maryland.  Our  institution  is  an 
acute  care,  nonteaching  hospital  with  less  than 
100  beds.  In  a hospital  utilization  comparative 
report,  the  institution  ranked  15th  out  of  25 
hospitals  comparing  length  of  stay  for  CVA 
diagnosis.  The  population  consists  of  8 percent 
African-American  and  6 percent  Hispanic,  with 
the  remainder  white.  The  area  is  populated  with 
mostly  middle-class  people,  with  agriculture,  as 
the  predominant  occupation.  The  majority  of  the 
patients  were  lifelong  residents  of  the  area.  The 
study  included  all  patients  in  our  medical  center 
discharged  with  a diagnosis  of  CVA  (DRG  014) 
from  1987  to  1990.  All  patients  were  evaluated 
in  the  hospital  by  -either  a board  certified 
neurologist  or  internist,  except  for  three  who 
were  evaluated  retrospectively. 
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Definition  of  Stroke 

Besides  the  discharge  diagnosis,  all  patients 
had  to  comply  with  the  following  definition. 
Stroke  was  defined  as  rapidly  developing  clinical 
signs  of  a focal  or  global  disturbance  in  cerebral 
function  lasting  longer  than  24  hours  or  leading 
to  death,  with  no  apparent  origin  other  than  a 
vascular  source.  There  were  two  documented 
cases  of  subarachnoid  hemorrhage,  so  the 
remainder  were  considered  either  thrombotic  or 
embolic. 

Incidence  of  Stroke 

During  the  study  time  frame  there  were  174 
patients  meeting  the  criteria  for  stroke.  Our 
findings  indicate  a lower  incidence  rate  than  has 
been  previously  reported  in  comparable 
studies.  There  were  97  female  and  77  male 
patients,  for  a M/F  ratio  of  .79.  This  is  reversed 
from  other  studies,  in  which  the  number  of  male 
patients  exceeds  the  females.  The  age  ranged 
from  49  to  102  (Table  1).  There  were  16  deaths, 
which  included  six  male  and  10  female,  for  a 
mortality  rate  of  9 percent.  The  average  age  at 
death  was  78.5  years,  with  an  average  hospital 
stay  of  six  days.  The  incidence  of  stroke,  as 
expected,  increases  with  age  The  highest  incidence 
in  the  females  occurred  between  80  and  90, 
whereas  in  the  males  it  was  between  70  and  80. 


hypertension  by  far  the  largest  predisposing 
condition.  This  has  been  well  documented  in  the 
past,  particularly  by  a relatively  local  Lehigh 
Valley  Study  in  1987.^  In  our  analysis,  hyperten- 
sion alone  accounted  for  a 33  percent  stroke 
incidence.  Hypertension  associated  with 
diabetes,  atrial  fibrillation  and  prior  transient 
ischemic  attack  (TIA)  accounted  for  75  percent  of 
all  our  stroke  patients.  Atrial  fibrillation  alone 
accounted  for  9 percent  of  the  stroke  population. 
Atrial  fibrillation  associated  with  diabetes,  and 
prior  TIA  had  an  incidence  of  23  percent. 
Complications  in  the  table  refer  to  diabetes 
mellitus,  hyperlipidemia,  peripheral  vascular 
disease,  and  ischemic  heart  disease.  Over  50 
percent  of  the  patients  with  no  identifiable 
etiology  for  their  CVA  were  tobacco  users. 

A review  of  the  records  revealed  that  36  of  the 
total  174  (20  percent)  of  those  admitted  had  atrial 
fibrillation.  Attempts  at  preventive  treatment  for 
potential  embolic  episodes  were  identified  in  14 
(38  percent)  (Table  3). 

It  has  been  recognized  that  heart  disease 
follows  hypertension  as  the  second  leading  cause 
of  stroke  and  this  was  confirmed  in  our  study. 
Atrial  fibrillation  was  the  predominant 
manifestation  of  heart  disease  causing  stroke, 
probably  from  a left  atrial  thrombus.  Atrial 
fibrillation  is  present  in  4 percent  of  the  popula- 


Table  1. 

Major  Risk  Factors 

There  was  a diversity  of  underlying 
pathological  conditions  present  in  our  cohort.  We 
identified  six  major  categories  (Table  2),  with 


tion  aged  55  to  64  and  increases  about  5 percent 
per  decade  thereafter.  We  were  able  to  confirm 
this  in  our  rural  population.  Mitral  valve 
prolapse,  reported  to  be  the  most  common  cause 
of  stroke  in  young  patients,  is  being  looked  at  as 
a cause  of  CVA  in  the  general  population.'* 
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Table  2. 


In  an  attempt  to  differentiate  between  age 
groups,  we  looked  at  the  10  youngest  patients, 
average  age  57,  with  an  average  length  of  stay  of 
eight  days.  The  primary  cause  of  CVA  identified 
in  this  group  was  hypertension  in  seven  and 
atrial  fibrillation  in  three.  In  contrast  we  looked 
at  the  10  oldest,  average  age  91,  with  an  average 
length  of  hospitalization  of  9.9  days.  The 
predominant  risk  factor  identified  in  this  group 
was  hypertension  in  five,  atrial  fibrillation  in 
three,  and  no  major  factor  in  the  remaining  two. 
There  did  not  appear  to  be  a discriminating  factor 
based  on  age  in  our  study.  Hypertension  and 
atrial  fibrillation  were  the  statistically  relevant 
conditions,  regardless  of  age. 

Cholesterol  and  hematocrit  have  been 
considered  minor  risk  factors  in  precipitating 
CVA  in  the  recent  literature  but  were  noncor- 
relating in  our  study,  although  it  has  also  been 
reported  that  the  level  of  cholesterol  drawn  in  the 


acute  stage  may  be  misleading.^  Our  study, 
although  small,  revealed  that  cholesterol  levels, 
averaging  207mg%,  and  hematocrit,  averaging 
39.3  percent,  were  not  particularly  important. 
Distribution  by  sex  showed  male  cholesterol 
averaging  211mg%  and  female  204mg%.  The 
hematocrit  level  in  males  was  41.6  percent  and 
females  37.3  percent.  We  could  not  correlate  high 
cholesterol  or  hematocrit  levels  in  either  the  very 
old  or  the  youngest  patients,  nor  in  length  of  stay, 
mortality,  or  disposition. 

The  Framingham  study  recently  reported  that 
cigarette  smoking  had  a significant  independent 
contribution  to  risk  of  stroke,  increasing  as  the 
number  of  cigarettes  smoked  increased.®  Our 
rural  study  did  show  that  43  percent  of  those 
under  age  65  were  cigarette  smokers.  Admitted- 
ly, past  history  of  tobacco  use  was  poorly 
documented  in  our  cohort. 


ATRIAL  FIBRILATION  TREATMENT  STATUS 
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The  temporal  profile  of  onset  of  CVA  in  our 
population  was  looked  at  both  from  time  of  day, 
day  of  week  and  seasons.  Reports  of  circadian 
variations  have  been  reported  in  multiple 
cardiovascular  diseases  in  the  recent  literature.® 
Marler  et  al,  as  have  others,  reported  a morning 
increase  in  stroke.’  We  could  not  document  a 
statistically  relevant  occurrence  during  a specific 
time  of  day  or  day  of  the  week  due  to  the 
difficulties  in  identifying  the  actual  onset  of  the 
acute  phase  of  the  disease.® 

Seasonal  incidence  of  CVA  in  our  study  was 
uniform  throughout  the  year. 

Ire-H@sptfcil  Studies 

The  study  included  an  analysis  of  the 
diagnostic  studies  during  hospitalization.  As 
Table  5 shows,  almost  all  patients  had  a 
neurological  consultation  and  CT  scan.  After  the 
clinical  evaluation,  CT  and  neurologic  evalua- 
tions, relatively  little  was  investigated  as  a 
source  of  the  CVA  in  the  completed  stroke 
patient.  More  lumbar  punctures  and  EEGs  were 
done  than  echocardiograms,  which  could  have 
been  of  future  interest,  particularly  LV  or  LA 
enlargements. 

There  was  a positive  finding  in  66  percent  of  the 
CT  scans.  The  time  from  initial  presentation  to 
scan  was  not  determined,  but  generally  most  CT 
scans  were  done  within  72  hours  of  admission. 
The  EEG  results  showed  an  abnormality  in  40 
percent  of  cases,  largely  described  as  slowing, 
either  generalized  or  hemispheric. 


Carotid  ultrasound  imaging  had  a 60  percent 
abnormal  rate.  Abnormal  was  defined,  in  this 
study,  as  greater  than  50  percent  stenosis  of 
either  internal  carotid  system.  Overall  there  was 
a 75  percent  correlation  of  carotid  imaging  and 
CT  scan  in  our  study. 

Of  the  25  youngest  patients,  only  12  had  carotid 
imaging  to  evaluate  the  etiology  of  the  CVA, 
whereas  24  patients  had  a CT  scan  to  document 
the  basis  of  the  neurologic  dysfunction.  In  this 
age  group,  interestingly,  the  carotid  imaging 
studies  correlated  with  the  CT  scans.  Of  the 
patients  that  had  both  CT  and  UCI,  both  were 
positive  in  six  patients  and  both  were  negative  in 
six. 

In  this  study  there  were  36  patients  age  85  or 
older.  Of  those,  30  had  CT  scans,  of  which  14 
showed  areas  of  damage;  six  patients  did  not  have 
CT  scans  and  16  patients  had  negative  scans, 
disregarding  atrophy  as  a diagnosis.  Of  the  36 
patients;  six  died,  four  of  whom  had  negative 
scans.  No  surgical  interventions  or  aggressive 
treatment  was  embarked  upon  based  on  the  CT 
results,  either  positive  or  negative  in  this  age 
group.  Only  three  patients  in  this  group  had 
carotid  imaging,  one  positive  and  two  negative; 
no  intervention  interceded. 

Treatment 

At  this  point  in  time  stroke  is  considered  a 
syndrome  rather  than  a single  disease.  The 
present  treatment  generally  concerns  itself  with 
symptomatic  care  in  lieu  of  reversal  of  the 


SEASONAL  VARIATION  OF  CVA 


a WINTER 
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Table  4. 


424 


Del  Med  Jrl,  July  1991-Vol.  63,  No.  7 


Scientific  Article  - Maguire 


condition,  principally  because  of  the  rapid  death 
of  the  affected  cerebral  tissue.  We  looked  at  how 
our  rxiral  institution  dealt  with  the  management 
of  these  patients.  The  treatment  modalities 
were  broken  down  to  five  general  classes: 
(1)  anticoagulation,  (2)  antiplatelet  medication, 
(3)  supportive  (IVs,  O2,  etc.),  (4)  treatment  of 
HTN,  (5)  rheologic  approach  (dextran  for 
hemodilution,  niacin  and  subclinical  heparin). 
This  was  compared  to  length  of  stay  (LOS)  and 
mortality.  (Tkble  7) 

In  retrospective  analysis,  the  categories  of 
hypertension  treatment  and  supportive  care 


which  had  the  lowest  LOS  had  the  highest 
mortality.  The  average  LOS  prior  to  demise  was 
six  days.  The  average  age  at  death  was  78,  which 
somewhat  explains  the  treatment  options  in  this 
patient  cohort.  We  compared  our  mortality  rates 
with  the  average  mortality  rates  in  14  represen- 
tative countries  from  earlier  studies  and  ours 
were  found  to  be  in  the  lowest  category.  There 
were  12  patients  placed  on  ventilators,  of  whom 
five  died.  The  average  length  of  stay  (LOS)  was 
9.5  days  for  these  patients.  The  patients  that 
expired  had  an  LOS  of  only  2.4  days  due  to  the 
severity  of  their  condition.  The  patients  that  left 
the  hospital  had  an  average  LOS  of  14.5. 


Table  6. 
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Disposition 

The  study  also  looked  at  the  disposition  of 
patients.  Of  the  total  174  patients,  there  were 
three  transfers  and  16  deaths.  There  were  67 
patients  that  came  from  home  and  returned 
home  after  discharge.  This  is  43  percent  of  the 
cohort.  The  average  LOS  for  these  patients  was 
7.8  days.  Of  these,  22  did  not  interface  with  the 
physical  therapy  department.  The  LOS  for  this 
subset  was  8.28  days. 

The  discharges  to  nursing  homes  accounted  for 
38  percent  of  the  total.  Rehabilitation  facility 
transfers  made  up  the  remaining  18  percent.  The 
patient  that  originated  from  a nursing  home  and 
returned  to  the  same  facility  had  an  average  LOS 
of  8.1  days.  However,  not  surprisingly,  if  a patient 
came  to  the  hospital  from  home  and  was 
transferred  to  a nursing  home,  the  average 
LOS  was  13.47  days.  The  average  LOS  for  a 
rehabilitation  transfer  was  11.6  days. 

Resource  Considerations 

Only  25  of  our  patients  fell  outside  the  DRG 
system.  Therefore,  we  looked  at  how  a rural 
institution  fared  from  an  allocation  and 
remuneration  aspect  based  on  the  Medicare 
system. 

The  financial  analysis  showed  that  the  costs, 
not  charges,  for  caring  for  CVA  patients  over  four 
years  totaled  $1,040,201,  whereas  the  reim- 
bursements were  $686,844,  or  66  percent  of  costs. 
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The  average  DRG  reimbursement  in  1987  was 
$4076  and,  in  1990,  it  was  $4304.  An  increase  of  less 
than  5.7  piercent.  Ventilator  assistance  was  needed 
in  6 percent  of  our  patients,  but  accounted  for  over 
10  percent  of  the  costs.  This  increase  in  costs  would 
certainly  be  expected,  but  the  reimbursement  rates 
for  this  subset  remained  the  same. 

Summary 

Realizing  that  174  patients  over  four  years  is 
not  a statistically  strong  study,  we  can,  however, 
infer  some  interesting  and  valid  data.  Compared 
to  other  studies  and  the  WHO  statistics,  the 
Southern  Chester  County  area  has  a low  stroke 
incidence  and  a reversal  of  the  usual  M/F  ratio. 
The  risk  factors  for  CVA  in  the  rural  area  are 
generally  the  same  as  for  the  population  in 
general.  After  HTN,  atrial  fibrillation  is  the 
second  most  important  predictor  of  stroke. 
Cholesterol  levels,  hematocrit  and  cyclical 
variations  did  not  correlate  with  our  stroke 
population. 

The  use  of  in-hospital  studies  and  neurologic 
consultations  were  appropriate  in  general.  The 
use  of  carotid  ultrasound  is  increasing,  and  the 
use  of  EEG  is  decreasing  for  the  evaluation  of 
stroke  patients.  Echocardiograms  were  not 
utilized  as  part  of  the  testing  protocol  in  general. 
This  was  true  even  in  the  younger  CVA  patients 
with  atrial  fibrillation. 

There  was  a strong  correlation  between  positive 
CT  scans  and  carotid  stenosis  identified  by 
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duplex  scanning.  The  use  of  testing  modalities 
did  not  vary  much  by  age. 

The  treatment  of  stroke  patients  was  slightly 
variable,  though  consistent  with  acceptable 
standards.  The  LOS  was  not  altered  by  the 
different  treatment  regimens.  If  anything,  the 
more  aggressive  the  treatment,  the  longer  the 
LOS.  This  perhaps  could  be  due  to  sicker  patients 
needing  more  intervention.  The  mortality  rate  at 
this  institution  fell  in  the  lowest  category  com- 
pared to  studies  elsewhere. 

Almost  half  the  stroke  patients  returned  to 
their  homes  and  returned  sooner  if  physical 
therapy  was  involved.  There  was  considerable  use 
of  rehabilitation  facilities  for  our  patient  popula- 
tion, which  is  admirable  since  the  facilities  are 
not  close  or  even  located  within  our  county. 

Since  our  institution  ranks  in  the  50th  percen- 
tile in  LOS  for  DRG  14,  we  conclude  that  almost 
all  rural  institutions  must  not  be  able  to  recover 
their  resource  allocations  for  caring  for  stroke 
patients. 

Conclusion 

A few  suggestions  are  put  forth  for  further 
discussion  and  perhaps  implementation.  (1)  The 
use  of  anticoagulation  or  antiplatelet.medication 
in  patients  with  atrial  fibrillation,  if  not 
contraindicated  by  other  existing  problems.  (2) 
Notification  of  the  physical  therapy  department 
when  a stroke  patient  is  admitted  to  the  institu- 
tion. A physician  order  is  still  needed  before  PT 
can  take  an  active  role,  but  the  initial  evaluation 
could  proceed  without  delay.  (3)  EEG  use  for 
evaluation  of  seizures  should  be  on  neurologists’ 
request  only.  (4)  Carotid  ultrasound  use  for 
etiology  of  stroke,  particularly  in  the  younger 
patients.  (5)  Echocardiogram  use  in  stroke 
patients,  particularly  if  LVH  or  atrial  enlarge- 
ment is  suspected.  (6)  Ideally,  Code  Blue  status 
should  be  known  prior  to  admission,  particular- 
ly in  the  nursing  home  patient.  (7)  Nutritional 
avenues  should  be  addressed  promptly.  (8)  Efforts 
should  be  given  toward  an  in-house  stroke 
education  program  for  patient  and  family. 

Medicine  has  2000  years  of  tradition,  100  years 
of  science  and  10  years  of  financial  restraints.  The 
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last  10  years  have  done  as  much  to  change  the 
way  we  envision  our  profession  as  the  preceding 
2000.  Without  the  use  of  visceral  terms  such  as 
rationing,  selective  care  or  proportioning,  we  have 
an  obligation  to  ensure  the  viability  of  the  institu- 
tion for  the  population  it  serves.  Within  our 
clinical  judgement  we  should  use  the  diagnostic 
modalities  with  the  reasoning  that  the  result  will 
change  the  therapy  or  disposition  of  the  patient. 

Many  thanks  from  the  Department  to  Paula 
Bourbonnais,  Head  of  Medical  Records,  and  Betty 
Hartshorne  from  the  Business  Office  for  their 
time  and  effort  on  this  project. 
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HEALTH  LAW 


New  Legal  Trap  for  the  Incorporated  Physician 


Richard  J.  A.  Popper 


For  many  years,  physicians  have  enjoyed  many 
income  tax  benefits  from  incorporating  their 
practices.  When  more  than  one  physician  owns  a 
practice,  the  corporate  form  provides  a variety  of 
advantages.  For  example,  it  facilitates  the 
establishment  of  agreements  between  the  owners 
as  to  what  will  happen  should  one  leave  the 
practice,  die,  or  become  disabled. 

On  October  5,  1990,  the  Internal  Revenue 
Service  proposed  a set  of  controversial  new  regula- 
tions regarding  “S”  (Subchapter  S)  corporations. 

When  a corporation  and  its  physician-share- 
holders make  an  S election,  the  shareholders  of 
the  corporation  rather  than  the  corporation  are 
taxed  on  the  corporation’s  income.  In  a C corpora- 
tion, the  standard  corporate  form,  the  general 
practice  is  for  each  physician  to  have  an 
employment  agreement  with  the  corporation, 
providing  for  a base  salary  and  a bonus.  The 
salaries  of  multiple  owners  in  many  cases  eu'e  not 
in  proportion  to  their  share  ownership;  the 
physicians  may  agree  among  themselves  for 
many  reasons  to  vary  salaries.  For  example, 
while  share  ownership  may  be  equal  between  two 
physicians,  one  physician  may  have  a salary  50 
percent  higher  than  the  other  because  of  his 

Mr.  Popper  is  a partner  in  the  Employee  Benefits  Department  and  Estates  and 
Trusts  Department  of  Saul,  Ewing,  Remick  & Saul. 
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greater  experience,  larger  practice,  or  the 
complexity  of  procedures  which  he  performs. 

In  general,  from  a tax  standpoint,  the  objective 
in  a C professional  corporation  is  to  remove  most 
if  not  all  profit  from  the  corporation  each  year  so 
that  none  of  the  income  from  the  practice  is 
ultimately  double-taxed  at  both  the  corporate 
level  and  at  the  shareholder  level.  This  is  usually 
accomplished  with  year-end  bonuses.  When  the  C 
corporation  has  a noncalendar  fiscal  year,  very 
careful  monitoring  of  the  timing  of  salary 
payments  is  required  to  assure  full  deductibility 
of  the  payments,  thus  avoiding  double  taxation. 

Although  not  all  professional  service  corpora- 
tions should  make  S elections,  it  is  advantageous 
for  many  to  do  so.  The  S election  will,  under  certain 
circmnstances,  allow  the  corporation  to  avoid  two 
levels  of  income  tax  on  the  sale  of  its  assets. 

Another  advantage  of  the  S corporation  is  that 
some  of  the  careful  monitoring  can  be  avoided. 
Generally,  the  S corporation  shareholder  pays  tax 
based  upon  his  pro  rata  share  of  the  corporation’s 
income.  However,  only  certain  corporations  can 
qualify  as  S corporations.  One  of  the  technical 
requirements  to  qualify  as  an  S corporation  is 
that  the  electing  corporation  may  have  only  one 
class  of  stock. 

Thus,  under  its  certificate  of  incorporation,  any 
professional  service  corporation  which  has  made 
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an  S election  will  have  only  one  class  of  stock. 
However,  under  the  proposed  regulations,  the  IRS 
can  treat  what  is  on  its  face  one  class  of  stock  as 
being  more  than  one,  disqualifying  the  corpor- 
ation. The  proposed  regulations  provide  that,  if 
the  stock  does  not  confer  identical  rights  to  distri- 
bution and  liquidation  proceeds,  there  is  by 
definition  more  than  one  class  of  stock.  This  is  the 
case  even  if  the  difference  in  rights  occur 
pursuant  to  administrative  action  or  by  agree- 
ment among  the  shareholders. 

It  is  possible  for  S corporations  to  continue  to 
provide  for  differing  salaries  under  the  employ- 
ment agreement;  however,  to  the  extent  that 
distributions  are  taken  as  dividends  rather  than 
salary,  they  must  be  proportionate  to  stock 
ownership  to  avoid  loss  of  the  S election  imder  the 
proposed  regulations.  The  IRS,  under  the  propiosed 
regulations,  could  also  view  disproportionate 
bonuses  as  creating  a second  class  of  stock. 

Originally,  the  Internal  Revenue  Service 
promulgated  these  regulations  with  a retroactive 
effective  date.  However,  the  IRS  has  backed  away 
from  this  position;  although  it  is  likely  that, 
when  the  regulations  become  final,  the  effective 
date  may  be  the  date  they  are  issued. 


Over  the  past  few  months,  significant  adverse 
public  comment  has  been  made  regarding  these 
regulations,  and  there  is  currently  an  effort 
under  way  in  Congress  to  have  them  overturned. 
The  Congressional  intent  in  passing  the 
Subchapter  S Revision  Act  of  1982  was  to  make 
it  easy  to  operate  a corporation  as  an  S corpora- 
tion. Hence,  the  intent  of  this  act  would  be 
violated  by  the  proposed  regulations. 

In  the  meantime,  S corporations  with  multiple 
shareholders  which  have  in  the  past  made 
disproportionate  distributions  should  consult 
with  their  tax  advisors  about  the  feasibility  of 
making  corrective  distributions  to  the 
shareholders.  All  S corporations  should  take 
great  care  in  their  current  operations  to  avoid 
unnecessary  and  disproportionate  distributions 
to  shareholders  in  forms  other  than  salary. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physician  about  current  trends  in 
health  law. 


THYROID 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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NEW  MEMBERS 

As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  will  periodically  provide  a 
listing  of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  will  provide  the  following 
information,  as  available:  name,  date  and  place 
of  birth,  medical  school,  specialty,  and  office 
address  and  phone  number.  Those  members  who 
do  not  yet  have  an  office  address  or  phone  number 
may  be  contacted  through  the  Medical  Society 
offices. 


New  Castle  County  Medical  Society 


Leland  Berkwits,  M.D. 

1/25/57,  Chicago,  IL 

Northwestern  University  Medical  School  - 1984 
Physical  Medicine  and  ^habilitation 
3506  Kennett  Pike,  Wilmington  19807 
428-2004 


Kevin  M.  Boyle,  M.D. 

3/20/54 

Jefferson  Medical  College  - 1980 
Cardiology 

1401  Pennsylvania  Avenue,  Wilmington  19806 
654-2878 


Samuel  J.  Christian,  M.D. 

9/29/56,  Dominica 
Howard  University  - 1984 
General  Surgery 

2119  St.  Francis  Street,  Wilmington  19808 
994-8142 


Johnetta  M.  Craig,  M.D. 

9/9/57,  Roanoke,  VA 
University  of  Iowa  - 1982 
Family  Medicine 

601  New  Castle  Avenue,  Wilmington  19801 
655-6187 


Edward  F.  Ewen,  M.D. 

8/25/58 

University  of  Illinois  College  of  Medicine  - 1985 
Internal  Medicine  - BC  1988 
P.O.  Box  1668,  Wilmington  19899 
428-2567 

Bonnie  S.  Field,  M.D. 

4/3/56,  Frostbm-g,  MD 
Jefferson  Medical  College  - 1985 
Pediatrics  - BC  1988 

St.  Francis  Family  Health  Center,  Hockessin 

19707 

234-5959 

Maribel  Garcia,  M.D. 

2/3/60,  Philadelphia,  PA 

Universidad  Pedro  Henriquet  Urena  - 1986 

Internal  Medicine  - BC  1990 

Westside  Health  Service,  4th  and  Adams  Streets, 

Wilmington  19801 

655-5822 

Jerry  P.  Gluckman,  M.D. 

6/1/51,  Brooklyn,  NY 

Hahnemann  University  - 1984 

Internal  Medicine  - BC  1988 

1806  N.  Van  Buren  Street,  Wilmington  19802 

655-2214 

Bernard  Haimowitz,  M.D. 

10/2/62,  Philadelphia,  PA 

Jefferson  Medical  College  - 1985 

Gastroenterology/Hepatology 

134  Medical  Arts  Pavilion,  Newark  19713 

731-0170 

Andrew  L.  Himelstein,  M.D. 

6/3/60,  New  York,  NY 

Washington  University  School  of  Medicine, 

St.  Louis  - 1985 

Internal  Medicine  - BC  1988 

1941  Limestone  Road,  Wilmington  19808 

999-8905 

Lynnanne  Kasarda,  M.D. 

2/20/60,  Philadelphia,  PA 
Jefferson  Medical  College  - 1987 
Family  Medicine  - 1990 

HMO  of  Delaware,  200  Hygeia  Drive,  Newark 

19713 

421-2116 
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Hal  P.  Kramer,  M.  D. 

10/27/55,  Cass  City,  MI 

George  Washington  University  Medical  School  - 1982 

Family  Practice  - BC  1988 

2600  Summit  Bridge  Road,  Newark  19702 

836-8350 

David  L.  Lambson,  M.D. 

7/11/58,  Japan 

University  of  Miami  Medical  School  - 1985 
Anesthesiology 

700  Lea  Boulevard,  Wilmington  19899 
764-6120 

David  C.  Lamed,  M.D. 

2/27/51,  Ventnor,  NJ 

Cornell  University  - 1977 

Ophthalmology  - BC  1983 

1207  N.  Scott  Street,  Wilmington  19806 

652-3353 

Ronald  I.  Lehman,  M.D. 

5/6/49,  St.  Louis,  MO 

Temple  University  School  of  Medicine  - 1974 

Emergency  Medicine 

7th  & Clayton  Streets,  Wilmington  19805 

Ronald  L.  Lewis,  D.O. 

4/14/54,  Valley  Forge,  PA 

Philadelphia  College  of  Osteopathic 

Medicine  - 1981 

Cardiology  - BC  1988 

700  Lea  Boulevard,  Wilmington  19899 

John  H.  O'Neill,  Jr.,  D.O. 

3/25/60,  Abington,  PA 

Iowa  College  of  Osteopathic  Medicine  and 

Surgery  - 1986 

Internal  Medicine  - BC  1990 

2600  Summit  Bridge  Road,  Suite  200,  Newark, 

19702 

836-0100 

Palmarin  C.  Francisco,  M.D. 

(transfer  from  Sussex  County) 

University  of  Santo  Tomas,  Philippines  - 1958 

St.  Francis  Hospital 

Pediatrics 

7th  and  Clayton  Streets,  Pediatrics,  Wilmington 
19805 

421-9705,  421-9700 


John  B.  Payne,  D.O. 

10/4/46,  New  York,  NY 

University  of  Osteopathic  Medicine,  Des  Moines, 
lA  - 1978 

Neurosurgery  - BC  1989,  1990 
C-79  Omega  Drive,  Newark  19713 
738-9145 


Christopher  A.  Puckett,  M.D. 

9/13/59,  Nassau,  Bahamas 
University  of  Oklahoma  College  of 
Medicine  - 1986 
Oncology 

1941  Limestone  Road,  Wilmington  19808 
999-8095 


James  M.  Ritter,  M.D. 

10/12/56,  Wilmington 

Jefferson  Medical  College  - 1983 

Internal  Medicine  - BC  1986 

220  Medical  Arts  Pavilion,  Newark  19713 

366-1929 


Julio  C.  Rivera,  M.D. 

12/18/32,  Fajardo,  PR 

University  of  Puerto  Rico  - 1958 

Occupational  Medicine  - BC  1972 

Du  Pont  Company,  Medical,  1007  Market  Street, 

Wilmington  19898 

774-6400 


Kenneth  L.  Silverstein,  M.D. 

4/9/59,  Glen  Cove,  NY 

University  of  Rochester  School  of  Medicine  - 1983 
Anesthesiology  - BC  1990 
PO.  Box  6001,  Newark  19718 
733-2670 


Joseph  J.  Silwkowski,  Jr.,  M.D. 

7/6/62,  Morristown,  NJ 
Jefferson  Medical  College  - 1984 
Family  Medicine 
215-955-7190 
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Kimberlee  A.  Sorem,  M.D. 

7/2/59,  St.  Louis  Park,  MN 

Yale  University  School  of  Medicine  - 1986 

Obstetrics/Gynecology 

P.O.  Box  6001,  Newark  19718 

733-2326 


Irene  C.  Szeto,  M.D. 

9/28/54,  Philippines 

University  of  the  Philippines  - 1980 

Pediatrics  - BC  1987,  Internal  Medicine  - BC  1990 

St.  Francis  Hospital,  Department  of  Emergency, 

Wilmington  19805 

421-4334 


Tara  L.  Thurlby,  M.D. 

8/5/58,  Fort  Atkinson,  WI 
University  of  Iowa  - 1987 
Family  Practice  - BC  1990 
St.  Francis  Family  Health  Center,  Pencader  Cor- 
porate Center 

225  Corporate  Boulevard,  Newark  19702 
368-3030 

Michael  Zagnoev,  M.D. 

10/31/57,  Johannesburg,  South  Africa 
University  of  Witwatersrand, 

Johannesburg,  SA  - 1980 
Anesthesiology 

AIDI,  P.O.  Box  269,  Wilmington  19899 
651-4000 

AKiliate  Members 

Beth  N.  Fisher,  D.O. 

2/15/62,  Pennsylvania 

Philadelphia  College  of  Osteopathic  Medicine  - 
1987 

Family  Medicine 

1401  Washington  Street,  Wilmington  19899 
428-2925 


Kent  County 

Brian  J.  Walsh,  D.O. 

6/15/54,  Rochester,  NY 

New  York  College  of  Osteopathic  Medicine  - 1982 
Internal  Medicine  - BC  1987 


Sussex  County 


Harry  J.  Anagnostakos,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine  - 
1985 

Internal  Medicine 
Gastroenterology 

Lewestown  FYofessional  Building,  125-B  Shady 

Road,  Lewes  19958 

645-9325 


Casey  James  Graybeal,  M.D. 

Emory  University  School  of  Medicine  - 1984 
General  Surgery  - BC  1990 
1 Sussex  Avenue,  P.O.  Box  929,  Milford  19963 
422-3377 


Mayer  M.  Katz,  M.D. 

University  of  Maryland  School  of  Medicine  - 1962 

General  Surgery  - BC  1969 

Vascular  Surgery  - BC  1983 

424  Savannah  Road,  Lewes  19958 

645-3712 


Joann  Mace,  M.D. 

University  of  Oklahoma  College  of  Medicine  - 
1986 

Physical  Medicine  and  Rehabilitation 
800  N.  DuPont  Highway,  Milford  19963 
422-2796 


Michael  Mark,  M.D. 

University  of  Miami  School  of  Medicine  - 1973 

Neurology  - BC  1980 

800  N.  DuPont  Highway,  Milford  19963 

422-3000 


Stuart  Burton  McMunn,  M.D. 

Temple  University  School  of  Medicine  - 1987 

Family  Practice  - BC  1990 

465  West  Market  Street,  Georgetown  19947 

856-7099 
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PHYSICIAN  OPPORTUNITIES 


PHP  Healthcare  Corporation,  a leader  in 
healthcare  management  services,  has  a 
potential  need  for  physicians  to  staff  a 
primary  care  clinic  located  in  the  greater 
Philadelphia  area.  Our  company  offers  a 
pleasant  work  environment  with  flexible 
scheduling  arrangements. 

If  interested,  please  call  or  send  CV  to: 

Leigh  Robbins 
PHP  Healtbcare  Coiporation 
7044  Noithridge  Drive 
Nashville,  TN  37221 
615-662-1310 
EOE,  M/E 


Joseph  Philip  Olekszyk,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine  - 
1985 

Otolaryngology 

701  Middleford  Road,  Suite  6,  Seaford  19973 
629-9667 


Gary  M.  Piekarek,  M.D. 

Loma  Linda  University  School  of  Medicine,  CA 
- 1983 

Family  Practice  - BC  1987 

Medical  Arts  Building,  Suite  4,  200  Kings 

Highway,  Milford  19963 

424-2388 


Brian  C.  Tray,  M.D. 

University  of  Maryland  School  of  Medicine  - 1984 
Obstetrics  and  Gynecology  - BC  1991 
Suite  2,  Medical  Arts  Building,  Milford  19963 
422-6436 


Practice  Made  Perfect. 


We  can  help.  If  you’re  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We’ll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We’ve  had  130  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


it 

'I 


ARTISANS 

SAVINGS  BANK 


MEMBER 

FDIC 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 
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EDITORIAL 


Access  to  Care 


Access  to  health  care  is  not  the  simple  issue  it 
is  made  out  to  be  in  the  public  press.  If  you  believe 
what  you  read,  you  would  think  it  is  just  a matter 
of  getting  health  insurance  for  everyone,  and 
universal  access  is  assured.  How  naive!  Surely 
they  don’t  really  believe  that! 

To  equate  lack  of  insurance  with  lack  of  access 
is  at  the  very  least  a very  dangerous  assumption; 
but  if  it  is  true  (a  very  big  if)  has  anyone  stopped 
to  think  what  dropping  30  million  more  people 
on  the  health  care  system  will  do?  Especially  30 
million  who  presumably  have  not  been  getting 
medical  care  previously?  All  the  accumulated 
untreated  illnesses  of  a lifetime,  all  the  ignorance 
of  good  health  practice,  all  the  bad  habits  that  go 
with  ignorance.  And  dumping  all  this  on  a system 
that  already  has  shortages  - a shortage  of  nurses, 
of  pediatricians  and  other  primary  care  physi- 
cians, of  physical  therapists  - and  on  and  on? 
What  happens  when  there  is  a sudden  increase 
in  demand?  That’s  very  basic  elementary 
economics.  The  cost  goes  up.  Didn’t  we  learn  that 
lesson  in  1963-5  with  Medicare/Medicaid?  Maybe 
you’re  too  young  to  remember  that,  but  I 
remember  it  well.  The  AMA  said  to  Washington, 
“Hey,  guys.  This  is  going  to  cost  you  a bundle!’’ 
And  the  reply  was,  “Oh,  you  doctors!  You’re  just 
worried  about  ‘Socialized  Medicine,’  (whatever 
that  is).  Relax.  Our  experts  assure  us  the  cost  will 
be  modest.”  Well,  it  didn’t  take  many  years  before 
Washington  was  screaming  about  the  rapid  rise 
in  health  care  costs,  and  it’s  still  going  on.  They 
have  a tiger  by  the  tail.  Meanwhile,  doctors’  in- 
comes skyrocketed.  Then  they  had  a new  tag  for 
us  - a new  reason  for  getting  mad  at  the  medical 
profession  - “Those  rich  doctors.” 

Only  it’s  not  just  the  doctors  incomes.  It  is 
really  all  health  professionals.  The  nurse  who 
was  earning  $4,000  or  $5,000  a year  in  1960  is 
making  $35,000  to  $40,000  now.  And  those  layers 
and  layers  of  other  medical  care  providers  and 
administrators,  and  the  pharmaceutical  industry 
and  makers  of  sophisticated  equipment,  they 
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have  done  pretty  well  too.  And  the  bureaucracy 
to  support  and  monitor  and  control  all  this,  that 
is  pretty  expensive  too.  But  they  pick  out  the 
doctor  as  the  prime  cost  factor.  Of  course,  in  one 
way  they  are  right.  We  do  control  it.  All  those 
other  people  don’t  get  into  the  act  unless  we  order 
it.  But  they  turn  around  and  make  us  order  it, 
with  their  regulations,  to  say  nothing  of  the  court 
decisions  and  malpractice  awards  that  jerk  us 
around.  When  I was  an  intern,  if  I ordered  a blood 
count  I did  it  myself  - at  least  at  night.  In  the 
daytime,  I could  usually  talk  some  medical  stu- 
dent into  it.  Not  very  many  blood  counts  got 
ordered.  As  for  “daily  blood  counts,”  or  daily 
anything,  forget  it!  There  was  no  such  thing. 
Sophisticated  care  is  expensive,  and  we  need  to 
tread  carefully.  Even  small  changes  have  big, 
costly  results. 

There  are  many,  many  reasons  why  30  million 
people  may  lack  access  to  medical  care,  and  lack 
of  insurance  is  only  one  of  them,  and  a small  one 
at  that.  There  is  still  an  awful  lot  of  free  care 
being  provided  by  physicians  - some  of  it  uninten- 
tional, perhaps,  but  a lot  of  it  done  with  the  full 
knowledge  that  they  will  never  be  paid.  But  how 
about  manpower  shortages  as  a reason  for  lack 
of  access?  Do  you  think  there  would  be  more 
pediatric  care  or  more  prenatal  care  provided  in 
Kent  and  Sussex  Counties  if  we  could  overnight 
double  the  number  of  pediatricians  or  obstetri- 
cians? You  better  believe  there  would.  The 
existing  doctors  do  what  has  to  be  done.  They 
simply  cannot  do  more.  They  need  and  deserve 
our  support  and  understanding.  How  about 
geography  as  a reason  for  lack  of  access?  How 
about  transportation?  How  about  plain  old 
ignorance  or  sloth  or  inertia?  How  about 
language  and  cultural  barriers?  How  about 
physical  or  mental  disabilities  such  as  senility  or 
arthritis?  How  about  “all  of  the  above”? 

No,  universal  health  insurance  is  not  going  to 
solve  the  problem,  and  in  some  ways  could  even 
compound  the  problem  as  millions  more 
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“demand  their  rights.”  Then  why  the  push  for 
universal  medical  insurance?  (I  hate  to  call  it 
health  insurance.  You  can’t  insure  health,  only 
medical  care.)  The  people  pushing  this  are  in- 
telligent people.  Surely  they  must  understand 
these  things.  My  guess  would  be  that  industry  is 
getting  fed  up  with  cost  shifting.  They  are  getting 
tired  of  picking  up  the  tab  for  indigent  care  as  a 
surcharge  on  the  paying  patients’  insurance. 
Then  why  is  the  medical  profession  resisting? 
Well,  the  medical  profession  is  not  really 
resisting.  Read  your  recent  JAMA  and  other 
journals.  But  to  the  extent  that  there  is 
resistance,  it  is  not  - as  the  public  thinks  - that 
our  ox  is  being  gored  - that  we  eire  selfishly  afraid 
we  will  suffer.  Quite  the  contrary.  The  medical 


profession  will  blossom  and  flourish,  and  all  the 
Social  Security  people  that  administer  it  and  the 
myriad  of  other  hangers-on.  But  our  resistance, 
if  any,  arises  out  of  our  concern  that  it  will  not 
work  - will  not  achieve  the  desired  objective  - yet 
will  be  frightfully  expensive.  Careful  thought, 
objective  evaluations,  incremental  changes, 
tolerance  and  respect  all  around  and  above  all 
compassion  and  our  personal  help  for  those  in 
need  of  care,  these  need  to  be  the  order  of  the  day 
if  we  are  to  solve  these  problems.  Not  obfuscation, 
and  fooling  ourselves  into  thinking  the  problem 
is  something  that  it’s  not. 

E.  Wayne  Martz,  M.D. 


Ill  Rehabilitation  Consultants,  Inc. 


Owners: 

Robert  Catalano,  M.A..  FT 
1 Favel  Chavin.  M.D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Tot^  Health  Plus 


Anthonv  L.  Cucuzzella.  M D 
Pierre  L.  LeRoy.  M.D 
lulo  V Monteleone.  M.D. 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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WOMEN'S  IMAGING  GENTED 


Of  DEIAWARE 

HAS  MOVED  TO  A 

MORE  SPACIOUS,  MODERN  FACILITY 
AT 

J24-26  OMEGA  DRIVE  • NEWARK  • DELAWARE  19713 

738-9100 

MAMMOGRAPHY 
OB-GYN  ULTRASOUND 

WITH  ENDOVAGINAL  SCANNING 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

♦AFFILIATED  WITH  THE 

MEDICAL  CENTER  OF  DELAWARE  AND  JEFFERSON  MEDICAL  COLLEGE 


RADIOLOGY  CONSULTANTS 

STEVEN  L EDELL,  D.O. 
SUSAN  BARNES,  M.D. 

C.  AMY  WILSON,  M.D. 


HOURS:  MON  TO  FRI  8 AM  — 5 PM  • WED  8 AM  — 8 PM  • SAT.  8 AM  — 1 PM 


V. 


ACCREDITED  BY  AMERICAN  COLLEGE  OF  RADIOLOGY 


COMPLETE 


Physician  Office  Management  Services 


Offered 

By 


D’Souza  & Associates,  Inc. 


Services  Offered: 

■ ■ ' I 

Computerize  Physician  Office  At  No  Cost  To  Physician 

Conversion  of  Existing  Billing 

Computerized  Primary  & Secondary  Billing 

Computerized  Patient  Billing  and  Office  Management 

Complete  Billing  Follow-up 

Generation  of  Various  Reports 

Payroll 

Check  Writing 

Quarterly  Payroll  Tax  Compliance 
Bookkeeping 

Federal  & State  Tax  Returns 
Other  Financial  Services 

Please  Contact, 

Mabel  A.  D 'Souza,  MA.,  C.PA.  or  Rudolph  E.  D’Souza,  M.BA.,  Ph.D. 


D’Souza  & Associates,  Inc. 
5301  Limestone  Road,  Suite  210 
Wilmington,  Delaware  19808 
Phone:  (302)  239-2300 


OBITUARIES 


Howard  L.  Reed,  AA.D. 


Dr.  Howard  L.  Reed,  former  corporate  director 
of  the  Medical  Department  of  Hercules  Inc.,  died 
Tuesday,  April  2,  1991,  of  cancer  at  Christiana 
Hospital,  where  he  had  been  a patient.  He  was 
79.  Since  his  retirement  in  1976  after  34  years 
with  Hercules,  he  and  his  wife  had  been  living  in 
Cokesbury  Village. 

Dr.  Reed  was  born  in  1911  and,  after  secondary 
education,  he  went  to  Duke  University,  where  he 
received  his  bachelor’s  degree  and,  four  years 
later,  in  1936,  received  his  M.D.  After  internship 
and  residency  in  medicine,  with  particular 
specialization  in  allergy,  he  practiced  in  New 
York  City,  where  he  was  on  the  staff  of  Roosevelt 
and  New  York  Hospitals.  He  also  became  a 
member  of  the  New  York  County  Medical  Society. 
He  was  employed  by  Hercules  in  its  medical 
department  in  1942  and  was  transferred  to  the 
company’s  Badger  Ordnance  Works  in 
Wisconsin,  where  he  transferred  to  the  Dane 
County  Medical  Society.  After  two  years,  he  went 
to  Kansas  and  worked  at  the  Sunflower  Ordnance 
Works,  joining  the  Douglas  County  Medical 
Society  for  about  a year.  He  was  then  promoted 
to  Assistant  Director  of  Hercules  Medical  Depart- 
ment and  was  transferred  to  Wilmington,  where 
he  remained  for  the  rest  of  his  life  and  career.  He 
was  named  corporate  director  in  1969, 
succeeding  Dr.  Lemuel  C.  McGee,  a position  he 
held  until  he  retired  in  1976. 

In  addition  to  his  position  in  the  Hercules 
company,  he  became  a member  of  the  medical 
staff  of  the  then  Delaware  Hospital  in  the  depart- 
ment of  medicine,  section  of  allergy,  and  held  the 
rank  of  Associate  until  1977,  following  which  he 
became  Honorary,  Emeritus  and  then  Retired  in 
a sequence  over  the  ensuing  seven  years  as  his 
activity  gradually  diminished  in  relation  to  the 
Medical  Center. 

Dr.  Reed  was  a member  of  numerous  medical, 
civic  and  social  organizations.  He  was  a certified 
diplomate  of  the  American  Board  of  Preventive 
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Medicine  since  1956.  He  was  also  a member  of 
the  American  Academy  of  Occupational 
Medicine,  the  American  Public  Health  Associa- 
tion and  the  American  Association  of  Industrial 
Physicians  and  Surgeons.  In  1952  he  became  a 
scoutmaster.  He  started  a New  Castle  Dance 
Club,  was  a member  of  the  social  committee  of 
Hercules  Country  Club,  served  on  the  advisory 
committee  of  the  University  of  Delaware’s  alcohol 
studies  program,  was  chairman  of  the  Employee 
Health  Services  Medical  Association,  the 
Medical  Society  of  Delaware,  and  the  New  Castle 
County  Medical  Society.  He  was  also  a former 
director  of  the  Florence  Crittenton  Home  and  the 
Newark  Recreation  Association. 

In  his  obituary  published  in  the  April  5, 1991, 
News  Journal,  Dr.  Reed’s  wife,  Barbara,  gives  a 
deep  insight  into  the  nature  of  the  man  and  this 
has  been  emphasized  and  reiterated  by  others 
who  have  spoken  to  me  about  him  and  also  as  I 
knew  him.  Howard  Reed  seemed  to  know  just 
about  everyone  in  the  Hercules  Company  as  if 
they  were  family.  His  position  kept  him  in  touch 
with  Hercules  people  of  all  levels  all  over  this 
country.  He  was  warm,  congenial,  caring  and 
dedicated  to  his  mission.  The  quote,  “He  had  lots 
of  fans,’’  was  further  emphasized  by  the  turnout 
of  long-time  Hercules  people  at  the  memorial 
service  held  for  him  on  April  7 in  the  chapel  of 
Cokesbury  Village. 

I first  met  Howard  when  I returned  to 
Wilmington  after  WWII  and  decided  that  skiing 
was  not  going  to  be  a form  of  recreation  for  me. 
The  skis  dated  from  some  earlier  enthusiasm  and 
an  unrealized  accomplishment  in  that  direction. 
Well,  it  was  Howard  Reed  who  bought  the  skis 
and  poles  and  from  then  on  I was  an  admirer  as 
well  as  a colleague.  I know  he  was  athletically 
inclined  and  that  skiing  was  only  one  of  his  many 
activities;  tennis  was  another,  and  I am  sure 
there  were  others.  He  was  a dedicated  bridge 
player  in  his  less  physically  active  moments. 
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Obituaries 


Dr.  Reed  is  survived  by  his  wife,  Barbsira  R.;  two 
sons,  Harry  of  Park  City,  Utah,  and  Philip  of 
Landenberg,  Pa.;  three  daughters,  Sally  Stewart 
Skey  of  Princeton,  N.  J.,  Judy  Reed  Smith  of 
Boston,  and  Barbara  Jean  Reed  of  Wilson,  Wyo.; 
a brother,  Herbert  N.  of  Clifton  Springs,  N.Y.;  and 
eight  grandchildren. 

Memorial  services  were  held,  as  I noted 
previously,  in  the  chapel  at  Cokesbury  Village, 
and  his  burial  was  private.  Those  who  wish  (at 
the  suggestion  of  the  family)  may  contribute  in 
his  memory  either  to  the  Benevolent  Fund  at 
Cokesbury  Village  or  to  the  National  Audubon 
Society. 

Norman  L.  Cannon,  M.D. 

George  H.  S.  Chen,  M.D. 

George  H.  S.  Chen,  M.D.,  died  in  Milford 
Memorial  Hospital  on  March  18,  1991,  after  a 
prolonged  illness.  He  had  been  an 
Anesthesiologist  at  Milford  Memorial  Hospital 
since  coming  to  Milford  in  1961. 

Dr.  Chen  was  born  in  Amoy,  China,  October  30, 
1919.  He  had  his  undergraduate  and  medical 
education  at  St.  John’s  University  in  Shanghai, 


China.  Following  this,  he  received  an  academic 
appointment  in  Beijing,  where  he  remained  until 
the  outbreak  of  the  Communist  Revolution  in 
1949.  He  managed  to  make  his  way  through 
Hong  Kong  to  Taiwan  and  eventually  to  the 
United  States.  In  1951  he  served  an  internship 
at  Perth  Amboy,  N.J.  Hospital,  and  later  served 
as  house  physician  at.  St.  Mary’s  Hospital  in 
Huntington,  W.  Va.  He  was  resident  in 
Anesthesiology  at  Philadelphia  General 
Hospital  from  1956-58.  After  serving  as 
Anesthesiologist  at  Kent  General  Hospital  in 
Dover,  De.,  he  came  to  Milford  Memorial 
Hospital,  where  he  practiced  Anesthesiology 
until  his  retirement  in  1984. 

He  was  a member  of  the  Milford  Memorial 
Hospital  Medical  Staff,  (active  until  1984, 
honorary  from  1984  until  his  death),  the 
American  Medical  Association,  the  Medical 
Society  of  Delaware,  the  American  Society  of 
Anesthesiologists,  and  the  Delaware  Society  of 
Anesthesiologists. 

He  is  survived  by  his  wife*  Kitty,  of  Milford;  two 
daughters,  Angela  Sipple  of  Ellendale  and  Susan 
Clem  of  Lewes;  and  by  three  sons,  Aaron,  of  Wilm- 
ington, and  Byron  and  Gregory,  both  of  Milford. 

W.  Philip  Portz,  M.D. 


OSTEOPOROSIS 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medicai  Center  - Suite  330  • Newark,  DE  368-3000  ^ 
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...  representing  these 
and  other  fine 
new  commiinities. 
Call  (302)  571-9200  for 
more  information. 


PENTLAND 

CENTREVILLE  DELAWARE 


J^umace 


An  executive  community 
in  the  heart  of  Centreville. 


Greenville's  best  kept  secret. . . 
adjacent  to  Hagley  Museum. 


BOOK  REVIEW 


Medicine  Women,  Curanderas,  and  Women  Doctors,  by  Bobette  Perrone,  H.  Henrietta  Stockel  and  Vic- 
toria Krueger,  University  of  Oklahoma  Press,  1989. 


This  little  (229  pp)  book  is  well  written,  easy  to 
read,  informative,  and  if  you  can  get  past  its  very 
assertive  sexist  orientation,  offers  interesting 
documentation  of  two  types  of  women  healers 
who  are  rapidly  disappearing  from  America,  and 
a third  group  - women  physicians  - just  coming 
into  their  own.  The  authors  spent  six  years  in 
interviewing  and  researching  their  subject.  The 
list  of  publications  they  reviewed  as  background 
is  impressive.  It  is  doubtful  if  the  various  inter- 
viewees were  selected  at  random,  as  they  imply. 
At  least  among  the  women  physicians  they  had 
to  fit  the  pattern  of  the  book. 

Medicine  women,  as  opposed  to  medicine  men, 
were  a small  but  important  part  of  the  health 
care  system  of  native  American  tribes  long  before 
the  coming  of  the  white  man.  The  concepts  of 
harmony  and  balance  between  nature  and  a 
person’s  physical,  emotional  and  spiritual  com- 
ponents reflects  what  we  believe  were  basic 
tenets  generally  held  by  American  Indians. 
These  medicine  women  even  had  their 
specialists;  some  for  childbirth,  some  for  herbs, 
some  for  exorcising  evil  spirits,  etc. 

Curanderas,  on  the  other  hand,  were  descended 
in  philosophy  and  approach  to  treatment  from 
the  Spanish  tradition  that  emphasizes  the 
religious  side  of  illness  and  healing.  They  reflect 
beliefs  and  practices  clearly  redolent  of  the 
Middle  Ages  in  Europe  and  the  medieval  Roman 
Catholic  church. 

Thus,  for  a sick  Navaho  or  Apache  a medicine 
woman  might  prescribe  certain  herbs  (which  she 
had  selected,  picked  and  dried  herself) 
supplemented  by  group  sings  and  tribal  dances. 
For  a similar  illness  in  a Mexican  or 
southwestern  Hispanic,  the  curandera  might 
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order  certain  religious  and  semi-religious  rituals. 
In  either  case  the  outcome  might  depend  on  the 
caring  nature  (charisma?)  of  the  woman  healer, 
and  the  beliefs  and  cultural  traditions  of  the 
patient.  They  then  point  out  the  parallel  to 
present  day  American  beliefs  and  cultural  tradi- 
tions which  involve  white  coats,  tongue 
depressors,  stethoscopes  and  prescriptions.  One 
must  assume  that  the  authors  are  writing  about 
healing  the  everyday  discomforts  and  distresses 
of  life  that  lead  people  to  seek  medical  attention, 
rather  than  things  like  typhoid,  aneurysms  and 
hip  fractures. 

A separate  section  on  witchcraft  I found 
especially  interesting.  They  equate  witchcraft 
with  anything  evil,  and  point  out  that  bad  things 
do  indeed  happen  to  people.  There  is  still  hatred 
in  the  world,  and  vengefulness  and  greed. 
Although  present  American  culture  does  not 
ascribe  bad  outcomes  to  magic,  a lot  of  this  is 
semantics,  and  there  is  a basic  and  arousable 
spooky  feeling  in  the  subconscious  of  everyone. 

After  years  of  assertions  by  women’s  liberation 
groups  that  women  and  men  are  equal  in  all 
respects,  one  would  think  that  they  might  have 
trouble  claiming  a major  difference  between 
them  now.  Not  these  authors,  though.  They 
blandly  assert  without  hesitation  that  women  as 
a group  are  more  loving  and  caring  than  men, 
and  therefore  better  healers.  No  objective 
evidence  offered.  The  book  is  nevertheless 
interesting,  and  a worthwhile  documentary. 

I find  it  curious  that  all  three  authors  have 
feminized  male  names.  Is  there  a message  here? 

E.  Wayne  Martz,  M.D. 
Del  Med  Jrl,  July  1991-Vol.  63,  No.  7 


BOOKS  FOR  REVIEW 


The  Lewis  B.  Flinn  Library  of  the  Delaware 
Academy  of  Medicine  will  lend  the  books  listed 
below  to  members  of  the  Medical  Society  of 
Delaware  who  wish  to  publish  a review  in  the 
Journal.  To  make  arrangements  to  borrow  any  of 
these  books,  please  call  the  Journal  office  at 
658-3957,  or,  if  calling  from  southern  Delaware, 
dial  800-348-6800. 

American  College  of  Sports  Medicine: 

Guidelines  for  Exercise  Testing  and  Prescription. 

Lea  & Febiger.  1991. 

Arndt,  K.  A.;  Manual  of  Dermatologic 
Therapeutics.  Little,  Brown  and  Co.  1989. 

Arnold,  H.:  Andrews'  Diseases  of  the  Skin; 
Clinical  Dermatology.  W.  B.  Saunders  Co.  1990. 

Avioli,  L.  V.:  Metabolic  Bone  Disease  and 
Clinically  Related  Disorders.  W.  B.  Saunders  Co. 

1990. 

Bell,  W.  E.:  Temporomandibular  Disorders.  Year 
Book  Medical  Publishers,  Inc.  1990. 

Brenner,  B.  M.:  The  Kidney.  W.  B.  Saunders  Co. 

1991. 

DeGroot,  L.  J.:  Endocrinology.  W.  B.  Saunders 
Co.  1989. 

Dulcan,  M.  K.:  Concise  Guide  to  Child  and 
Adolescent  Psychiatry.  American  Psychiatric 
Press,  Inc.  1991. 

Emans,  S.  J.:  Pediatric  and  Adolescent 
Gynecology.  Little,  Brown  and  Co.  1990. 

Felson,  B.;  Humor  in  Medicine  ...  and  Other 
Topics.  RHA,  Inc.  1989. 

Gibbon,  J.  H.:  Surgery  of  the  Chest.  W.  B. 
Saunders  Co.  1990. 

Haddad,  L.  M.:  Clinical  Management  of  Poison- 
ing and  Drug  Overdose.  W.  B.  Saunders  Co.  1990. 
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Jenike,  M.  A.:  Obsessive-Compulsive  Disorders: 
Theory  and  Management.  Year  Book  Medical 
Publishers,  Inc.  1990. 

Kaplan,  N.  M.:  Clinical  Hypertension.  Williams 
& Wilkins.  1990. 

Kaplan,  S.  A.:  Clinical  Pediatric  Endocrinology. 

W.  B.  Saunders  Co.  1990. 

Matson,  J.  L.:  Handbook  of  Mental  Retardation. 

Pergamon  Press,  Inc.  1991. 

Meeker,  M.  H.:  Alexander's  Care  of  the  Patient 
in  Surgery.  Mosby  Year  Book.  1991. 

Menkes,  J.  H.:  Textbook  of  Child  Neurology.  Lea 

& Febiger.  1990. 

Nora,  P.  F:  Operative  Surgery:  Principles  and 
Techniques.  W.  B.  Saunders  Co.  1990. 

Rakel,  R.  E.:  Textbook  of  Family  Practice.  W.  B. 

Saunders  Co.  1990. 

Reese,  R.  E.:  A Practical  Approach  to  Infectious 

Diseases.  Little,  Brown  and  Co.  1991. 

Sande,  M.  A.:  The  Medical  Management  of  AIDS. 

W.  B.  Saunders  Co.  1990. 

Sanders,  B.:  Sports  Physical  Therapy.  Appleton 
& Lange.  1990. 

Sardegna,  J.:  The  Encyclopedia  of  Blindness  and 
Vision  Impairment.  Facts  on  File.  1991. 

Schwartz,  M.  W:  Pediatric  Primary  Care:  A 
Problem-Oriented  Approach.  Year  Book  Medical 
Publishers,  Inc.  1990. 

Sweet,  R.  L.:  Infectious  Diseases  of  the  Female 
Genital  Tract.  Williams  & Wilkins.  1990. 

Wallerstein,  J.;  Child  and  Adolescent  Psychiatry. 

Williams  & Wilkins.  1991. 

Wynbrandt,  J.:  The  Encyclopedia  of  Genetic 
Disorders  and  Birth  Defects.  Facts  on  File.  1991. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
tion to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2147.  Infor- 
mation must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  302-654-1001.  The 
anonymity  of  the  caller  is  assured. 

PREVENTING 
COMPLICATIONS 
ASSOCIATED  WITH 
SUPRACONDYLAR 
FRACTURES 

Kaye  Wilkins,  M.D.,  will  be  featured  at  this  seminar,  presented  by  the 
Department  of  Orthopaedics  of  The  Alfred  I.  duPont  Institute,  Saturday, 
October  5.  CEUs  are  pending.  Time  will  be  announced.  There  is  no  registra- 
tion fee.  To  register  or  for  more  information,  call  302-651-6752. 

THERAPEUTIC 
APPROACHES  FOR 
RHEUMATOID 
ARTHRITIS' 

The  Arthritis  Foundation  is  making  a new,  75-minute  self-study  resource 
available  to  Delaware  physicians.  This  audio  cassette  package  features 
highlights  of  an  Arthritis  Foundation-sponsored  CME  symposium  on 
“Challenging  the  Pyramid:  A New  Look  at  Therapeutic  Approaches  for 
Rheumatoid  Arthritis.’’  For  more  information,  call  the  Delaware  Chapter 
at  764-8254  or  800-292-9599. 

GAIL  P.  GILL  HONORED 
WITH  1991 
ACHIEVEMENT  AWARD 

On  April  25, 1991,  Gail  P.  Gill,  Director  of  the  Lewis  B.  Flinn  Library  of  the 
Delaware  Academy  of  Medicine,  was  presented  the  1991  Chapter  Achieve- 
ment Award  from  the  Philadelphia  Regional  Chapter  of  the  Medical  Library 
Association.  The  citation  read  at  the  award  ceremony  addressed  her  outstand- 
ing achievements  in  the  establishment  of  creative  programs  to  bring  library 
service  to  Delaware  health  professionals  and  Academy  clients.  Some  of  these 
include:  establishing  the  Circuit  Riding  Medical  Librarian  Program,  which 
provides  library  services  to  five  health  care  institutions  in  Delaware,  serv- 
ing as  president  of  the  Wilmington  Area  Biomedical  Library  Consortium 
(a  cooperative  of  18  biomedical  libraries  in  New  Castle  County),  editing  the 
Delaware  Library  Directory  for  six  years,  and  administering  the  Tel-Med 
program.  In  the  past  year  she  has  been  active  in  the  White  House  Conference 
on  Libraries  and  has  been  awarded  a $25,000  National  Library  of  Medicine 
(NLM)  grant  to  provide  health  professionals  in  rural  and  underserved  areas 
with  access  to  the  Medline  database.  We  join  with  all  the  many  people  who 
know  and  admire  Gail  in  congratulating  her  on  this  recognition  of  her 
accomplishments. 
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In-Brief 


CALENDAR  OF  EVENTS  ...  IN  BRIEF 

September  25-27 

The  Treatment  of  Panic  Disorder.  Call  301-468-MEET  or  fax  301-770-5164. 

September  25-29 

1991  AAFP  Annual  Assembly;  Washington,  D.C.  Call  800-926-6890. 

September  26-28 

Comprehensive  Update  on  the  Theory  and  Practice  of  Gastroenterology  and 
Hepatology;  Philadelphia,  Pennsylvania.  Call  609-848-1000. 

September  27-29 

The  Worker  in  the  Work  Place:  Rehabilitating  Musculoskeletal  Injuries. 
Call  Marc  I.  White  at  604-684-4148  or  fax  604-684-6247. 

September  30- 
October  4 

Board  Review  Course  in  Cardiovascular  Disease;  Philadelphia, 
Pennsylvania.  Call  Bernard  L.  Segal,  M.D.  at  215-662-9084. 

October  25-26 

‘Geriatrics:  Dilemmas  and  Solutions’;  Mesa,  Arizona.  Call  602-974-4212 
between  8:00  a.m.  and  11:00  a.m.  Mountain  Standard  Time. 

November  7-10 

American  Pain  Society  10th  Annual  Scientific  Meeting;  New  Orleans, 
Louisiana.  Call  Mona  Kronon  at  708-966-5595,  or  fax  708-966-9418. 

September, 

November 

“Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Your 
Future  Today”;  (location  varies).  Call  Jill  Rubiner  at  312-464-2461. 

Through  December 

AMA  Workshops  for  Young  Physicians,  Established  Physicians  and 
Medical  Office  Staff;  locations  around  the  country.  Call  800-366-6968. 
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VASCUUR  LABORATORIES  OF  DELAWARE 

NON-INVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road  Medical  Arts  Pavilion,  Suite  112 

Suit  IF  4745  Stanton-Ogleto\A/n  Road 

Wilmington,  DE  19803  Newark,  Delaware  19713 

(302)  368-1130  (302)  368-1130 


NON-INVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


EXTRACRANIAL  CAROTID  AND 
VERTEBRAL  ARTERIES 


ARTERIAL  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


ABDOMINAL  AORTA  AND  ITS 
VISCERAL  BRANCHES 


VENOUS  SYSTEM  OF  THE  UPPER 
AND  LOWER  EXTREMITIES 


Bruce  A.  Fellows,  M.D.  (Director) 
Mark  S.  Rosenbloom,  M.D. 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.PN. 
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Rehabilitation  Consultants,  Inc 440 

G.  D.  Searle  & Co.  (Calan  SR) 451 

Stellimann  Kaissey  Limited 404 

Vascular  Laboratories  of  Delaware 450 

University  of  Delaware  Conference 

and  Meeting  Centers 419 

Visiting  Nurse  Association 432 

Wilmington  Audiology  Services 438 

Women’s  Imaging  Center 441 


450 


PRESIDENT'S  PAGE 


Health  Access  Delaware 


In  my  June  President’s  Page,  I announced  the 
formation  of  Health  Access  Delaware,  an 
important  new  task  force  created  to  address 
access  to  medical  care  in  our  State.  I am  pleased 
to  report  that  all  appointments  to  Health  Access 
Delaware  have  been  made  and  the  inaugural 
meeting  was  successfully  convened  on  the  seven- 
teenth of  June.  In  this  issue,  I intend  to  provide 
an  overview  of  the  discussion  which  occurred 
during  our  first  meeting  along  with  some 
thoughts  regarding  future  directions  of  Health 
Access  Delaware. 


I presented  to  the  Task  Force  extensive  infor- 
mation I have  prepared  regarding  health  care 
costs  from  a national  and  local  perspective,  citing 
increases  in  the  consumer  price  index,  mean  net 
income  for  physicians,  national  health  care  costs, 
and  average  hospital  costs  per  patient  per  day  for 
the  period  1965  to  1990  (see  chart  below).  I 
further  emphasized  that  physicians  should 
assume  a leadership  role  in  addressing  the  pro- 
blems of  health  access  and  cost. 
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In  a recent  presentation  to  a panel  convened  by 
the  National  Governors’  Association  on  health 
care  costs,  I had  the  opportunity  to  provide 
detailed  information  regarding  possible  solutions 
to  rising  health  care  costs,  including:  education 
of  physicians  in  cost  effective  medical  pratice;  na- 
tional/regional guidelines;  tort  reform;  equitable 
compensation  for  physicians;  evaluation  of  new 
technology  before  its  application;  establishment 
of  priorities  for  health  care  delivery;  education  of 
non-physician  providers  of  medical  care  and 
appropriate  utilization  of  their  services;  review 
of  the  costs  of  pharmaceutical  products;  use  of 
more  co-payments  in  insurance  contracts; 
making  preventive  care  a first  priority;  education 
of  the  public  regarding  healthy  lifestyles; 
reduction  of  administrative  costs;  and,  finally, 
assurance  that  physicians  participate  in  the 
process  of  seeking  solutions. 

In  summarizing  the  charges  of  Health  Access 
Delaware,  Task  Force  members  were  informed 
that  the  following  issues  must  be  addressed:  1) 
recruitment  and  retention  of  primary  care 
physicians  in  underserved  areas;  and  2)  access  to 
needed  medical  services  for  the  uninsured. 
Programs  established  by  the  Florida  Medical 
Association  and  other  state  medical  societies 
have  been  effective  in  increasing  the  voluntary 
participation  of  physicians  in  state  Medicaid 
programs.  The  premise  is  that  if  a majority  of 
physicians  participate,  then  the  Medicaid  popula- 
tion will  be  equitably  spread  across  a greater 
number  of  physicians. 

As  compliance  levels  decrease  among  Medicaid 
patients,  however,  physicians  fill  their  practices 
with  more  reliable  patients,  potentially  posing  a 
problem  to  voluntary  programs  of  this  nature. 
The  Secretary  of  Health  from  Maryland  recent- 
ly stated  that  in  Maryland  the  issue  is  not  one  of 
access  per  se,  but  rather  that  Medicaid  patients 
and  the  uninsured  frequently  choose  not  to  seek 
care  from  clinics  established  for  their  care. 

There  was  extensive  discussion  during  our 
meeting  regarding  ways  in  which  primary  care 
physicians  could  be  recruited  to  practice  in 
Delaware.  It  was  stressed  that  a system  should  be 
developed  with  incentives  to  attract  physicians  to 
rural  and  underserved  areas  of  the  state.  It  was 
also  noted  that  within  the  last  five  years,  40 
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percent  of  the  Medical  Center  of  Delaware 
residents  in  primary  care  specialties  have  chosen 
to  remain  in  Delaware. 

To  be  sure,  the  access  issue  is  a multifaceted 
problem  that  requires  the  combined  efforts  of  all 
sectors  of  society  including  the  Medical  Society, 
hospitals,  the  private  sector  and  the  government. 
The  Task  Force  was  cautioned,  however,  not  to 
implicitly  devalue  other  efforts  currently  at  work, 
but  rather  align  itself  with  solutions  currently 
being  investigated.  In  so  doing,  the  Medical 
Society  should  seek  collaborative  relationships 
with  other  interest  groups  in  the  community  and 
guide  the  process  rather  than  direct. 

Two  committees  were  formed  to  begin  address- 
ing the  issues  at  hand.  The  first  committee,  to  be 
concerned  with  physician  recruitment,  will  be 
chaired  by  Dr.  Permut  and  will  include  Drs. 
Robert  Doughty,  John  Forest,  Norman  Jones, 
Vincent  Killeen,  Joseph  Lieberman,  E.  Wayne 
Martz,  Perry  Mitchell,  Charles  Smith  and  Lester 
Wright.  The  other  committee,  to  be  chaired  by  Dr. 
Marvel,  will  investigate  ways  to  encourage  physi- 
cians to  accept  Medicaid  and  uninsured  patients 
on  an  equitable  basis.  Assisting  Dr.  Marvel  in 
this  committee  will  be  Drs.  David  Platt,  Thomas 
C.  Scott,  and  Lester  Wright.  I requested  that  the 
committees  develop  an  agenda  for  their  activities 
and  to  communicate  the  formation  of  their 
committee  with  other  interest  groups  in  the 
community.  The  task  force  will  report  regularly 
to  the  Board  of  Trustees  with  respect  to  progress, 
problems,  directions  and  ongoing  efforts. 

^ \ 

Ali  Z.  Hameli,  M.D. 

President 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  V 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  September  4,  1991  3:00-5:00  PM  Part  I 
Wednesday,  October  2,  1991  3:00-5:00  PM  Part  II 

Office  Cardiology:  Part  I-II 
Bedside  Diagnosis  of  the  Cardiac  Patient 

Moderator:  Bernard  L.  Segal,  M.D. 


The  role  of  clinical  observation,  palpation,  cardiac  auscultation  in  diagnosing 
interesting  cardiac  conditions  tvill  be  emphasized.  Patients  with  interesting  heart 
sounds  and  murmurs  will  be  presented  to  the  audience.  Pertinent  chest  x-rays  will 
also  be  demonstrated. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Auditorium 

Presbyterian  Medieal  Center 
39th  St  Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  requirement.  Nine  sessions,  18  credits. 


Making  the  right  choices  means 
asking  the  right  questions. 


You  know  the  questions  to  ask  your 
patients.  Questions  that  will  provide  the 
information  you  need  to  make  an  in- 
formed decision  about  medical  treatment. 

When  it  comes  to  choosing  a medical 
malpractice  insurer,  knowing  which 
questions  to  ask— and  how  to  interpret  the 
answers— is  no  less  important.  Because 
just  as  your  treatment  decisions  may  have 
a lasting  impact  on  your  patient's  long- 
term health,  your  choice  of  insurer  may 
make  all  the  difference  to  your  profes- 
sional and  financial  well-being  in  the 
years  ahead. 

In  an  uncertain  medical  situation,  you 
might  consult  a specialist.  When  you're 
making  decisions  about  insurance,  why 
not  consult  with  an  insurance  specialist? 


An  expert  who  can  suggest  which  ques- 
tions to  ask,  guide  you  through  the  techni- 
cal jargon,  and  help  you  select  the  cover- 
age that's  right  for  you. 

That's  where  Princeton's  network  of 
independent  insurance  agents  comes  in. 
Our  agents  understand  the  insurance  needs 
of  health  care  professionals.  They'll  show 
you  how  to  compare  costs  and  benefits, 
and  help  you  avoid  gaps  or  duplications  in 
coverage. 

Ask  an  agent  why  Princeton  should  be 
your  choice.  Ask  about  our  financial 
strength,  our  claims  philosophy  that 
vigorously  defends  against  meritless 
claims  ...  and  our  office  package  policy 
that  protects  your  practice  and  premises. 
We  think  you'll  like  the  answers. 


Princeton's 
Delaware  ' 
Agents 

I 

Robert  (Bob)  Urch 
Comprehensive  Risk 
Management,  Inc. 
Timonium,  MD 
(301)  560-2424 

Robyn  Kraus 
Consolidated  Insuranc 

ii 

Baltimore,  MD 

(301) 944-9550 

Israel  Teitelbaum 
Contemporary  Insuran 
Services 

Washington,  D.C. 

(202)  887-5563 

Ralph  Lord 
Hardesty  Insurance 
Services 
Dover,  DE 

(302)  678-9555 

Denise  Dortch 
The  Harjes  Agency 
Hunt  Valley,  MD 

(301)  785-6161 

Tom  Einstein 

J.A.  Montgomery,  Inc. 

Wilmington,  DE 

(302)  996-5606 

Michael  Bernal-Silva 
MBS  Insurance  Service 
Mountain  Lakes,  NJ 
(201 ) 335-2900 

Anne  Bader 
Medical  Society  of 
Delaware  Insurance 
Services  (MSDIS) 
Wilmington,  DE 
(302)571-0986 

William  (Pat)  Davis  ! 

Smith,  Cropper  & Deelei 
Willards,  MD  ! 

(301)835-2000 


Princeton  Insurance  Company 

4 North  Park  Drive 
Hunt  Valley,  Maryland  21030-1812 
(301)  785-0900 


William  Widerman 
Widerman  & Co. 
Cherry  Hill,  NJ 
(609)  428-0939 

William  Garrett 
William  C.  Garrett  & 
Associates 
Towson,  MD 
(301 ) 337-5057 
(800)  458-7295 
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Medical  Complications  of  Pregnancy 


Herbert  J.  Keating  III,  M.D.,  F.A.C.R 
David  Jackson,  M.D. 


CASE  PRESENTATION 

David  Jackson,  M.D. 

The  patient  is  a 38-year-old  multiparous  black 
female  (G5  P4104)  with  an  eight-year  history  of 
hyperthyroidism,  treated  with  propylthiouracil 
(PTU),  and  a history  of  hypertension  of  pregnan- 
cy. Two  months  into  her  current  pregnancy,  she 
discontinued  her  PTU  because  of  significant 
nausea  and  vomiting.  Her  only  prenatal  care 
occurred  at  24  weeks’  gestation,  when  she  was 
noted  by  a New  Jersey  clinic  to  have  a blood 
pressure  of  140/80.  Th3rroid  stimulating  hormone 
(TSH)  was  0.2,  and  free  thyroxine  (T4)  4.38 
(0.8-2. 3).  She  failed  to  return  to  the  clinic, 
apparently  due  to  severe  social  problems, 
including  an  eviction  from  her  dwelling  and  an 
incarceration  for  allegedly  endangering  her  two 
small  children  at  home.  At  31  weeks’  estimated 
gestation,  she  presented  to  the  Salem  Hospital 
ER  with  a four-day  history  of  progressive  dyspnea 
at  rest,  orthopnea,  and  pedal  edema.  She  had  also 
noted  a recent  increase  in  the  size  of  a known 
goiter.  She  was  felt  to  be  in  acute  pulmonary 
edema,  and  was  treated  with  intravenous 
furosemide  and  topical  nitroglycerin  prior  to 
transfer  by  ambulance  to  this  hospital. 

She  claimed  to  have  lost  weight  secondary  to  a 
poor  appetite,  apparently  because  of  depression. 

Dr.  Keating  is  the  Associate  Chairman  and  Residency  Program  Director  of  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware  and  Clinical  Associate 
Professor  of  Medicine  at  Jefferson  Medical  College. 

Dr.  Jackson  is  a third-year  resident  in  the  Department  of  Medicine  at  the  Medical 
Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware  on  June  20.  1991. 
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She  denied  chest  pain,  palpitations,  headache, 
visual  change,  nausea,  vomiting,  facial  or  hand 
swelling,  fever,  or  chills.  Her  past  medical  history 
was  otherwise  noncontributory.  There  was  no 
history  of  exposure  to  AIDS,  alcohol,  or  drug 
abuse.  Her  mother  had  hypertension. 

On  physical  examination  the  blood  pressure 
was  174/90;  pulse  108,  regular;  temperature  36° 
orally;  respiratory  rate  24,  slightly  labored.  She 
was  a well-developed  pregnant  female  in  mild 
respiratory  distress.  Skin  was  smooth  and  warm. 
There  was  no  lid  lag  or  exophthalmus.  The 
thyroid  gland  was  diffusely  enlarged  (7.5  cm.  ver- 
tical span),  smooth,  symmetrical,  nontender,  non- 
nodular.  A thyroid  bruit  was  present.  Jugular 
venous  distension  was  noted  to  5 cm.  at  45 
degrees.  Bibasilar  rales  were  present  in  the 
lungs,  and  an  S4  was  noted  on  cardiac  examina- 
tion. There  were  no  murmurs  or  rubs,  and  an  S3 
was  not  heard.  Pretibial  edema  was  present  in 
the  extremities,  and  a fine  tremor  of  outstretched 
arms  was  noted. 

On  chest  x-ray  the  cardiac  silhouette  was 
enlarged,  and  bilateral  peri-hilar  and  bi-basilar 
densities  were  present  consistent  with 
pulmonary  congestion.  EKG  revealed  a sinus 
tachycardia  of  110.  The  white  blood  cell  count 
was  13,700,  hemoglobin  8.3,  hematocrit  25.9,  and 
MCV  67.  Uric  acid  was  8.8,  creatinine  0.5,  BUN 
8,  and  urinalysis  negative  for  protein.  The  p02 
was  150  on  4 liters  by  nasal  cannula. 

The  patient  was  felt  to  be  in  acute  pulmonary 
edema  and  to  have  florid  hyperthyroidism  secon- 
dary to  discontinuation  of  her  PTU.  Initial 
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management  included  diuresis,  topical  nitrates, 
and  intravenous  hydralazine.  Two-dimensional 
echocardiogram  with  Doppler  revealed  normal 
left  ventricular  chamber  size,  wall  thickness,  wall 
motion,  and  preserved  systolic  function.  Mild  to 
moderate  mitral  regurgitation  and  left  atrial 
enlargement  were  demonstrated.  PTU  100  mg  q 
6h  and  propranolol  20  mg  q 6h  were  started. 

Subsequent  laboratory  data  included  T4  29.3 
(4.5-11.5),  T3-resin  uptake  (T3U)  33.1  (35-45), 
TSH  0.1,  free  T4  4.6  (0.8-2. 3),  tri-iodothyronine 
radioimmunoassay  (T3  RIA)  368  (60-160), 
albumin  2.3,  iron  13,  total  iron-binding  capaci- 
ty 433,  ferritin  12,  24-hour  urine  protein 
measurements  of  200  mg/day  on  day  1 and  700 
mg/day  on  day  5.  Tests  for  HIV  and  hepatitis  B 
surface  antigens  were  nonreactive. 

The  dose  of  PTU  was  increased  to  150  mg  Q 6h. 
Due  to  worsening  of  heart  failure,  the  propranolol 
was  discontinued.  Oral  hydralazine  was  begun  on 
the  second  hospital  day.  Diuresis  was  intermit- 
tently continued,  although  oliguria  necessitated 
transient  discontinuation  of  furosemide.  Blood 
pressure  remained  poorly  controlled  on  this 
regimen,  with  persistent  recordings  in  the 
160-180/100  range. 

At  the  end  of  the  second  week  she  was 
discharged  in  improved  condition  with  a blood 
pressure  of  130/70  on  hydralazine,  alpha 
methyldopa,  and  furosemide.  At  discharge  T4 
was  24.1  and  T3U  26,  and  her  PTU  was  decreased 
to  100  mg  p.o.  TID. 

The  patient  failed  to  obtain  outpatient  follow- 
up. She  returned  at  39  weeks’  estimated  gesta- 
tion with  spontaneous  rupture  of  membranes. 
Blood  pressure  was  155/77,  there  was  no 
peripheral  edema,  and  urine  was  negative  for 
protein.  She  required  emergent  C-section  due  to 
fetal  distress.  A 40  percent  abruption  of  the 
placenta  was  noted.  The  infant  was  apneic  and 
bradycardic,  but  was  resuscitated  successfully. 

Post-operatively,  the  patient  did  well  with  blood 
pressures  of  110-120/70  on  hydralazine  and  alpha 
methyldopa.  At  discharge,  she  was  given  a follow- 
up appointment  at  the  OB  Clinic  at  the  Wilm- 
ington Hospital,  which  she  failed  to  keep. 
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DISCUSSION 

Herbert  J.  Keating,  III,  M.D.,  F.A.C.P. 

Complications  which  arise  during  pregnancy 
often  pose  difficult  problems  to  multiple  medical 
disciplines.  Within  internal  medicine,  this  area 
has  been  called  maternal-fetal  medicine  or 
reproductive  medicine,  and,  along  with  such 
areas  as  preoperative  evaluation  and  medical 
aspects  of  psychiatry,  represents  one  of  the  core 
topics  of  consultative  internal  medicine. 

The  purpose  of  this  discussion  is  to  develop  a 
logical  overview  of  this  enormous  topic,  which  has 
been  the  subject  of  several  textbooks,  an  an- 
notated bibliography,  and  a monograph. I will 
discuss  the  challenges  arising  from  “internal 
medicine  aspects  of  pregnancy”  by  dividing  the 
subject  into  three  parts: 

1.  Changes  in  human  physiology  during 
pregnancy  which  affect  our  interpretation  of 
clinical  data, 

2.  Diseases  of  women  of  child-bearing  age,  em- 
phasizing hjqDerthyroidism  and  hypertension, 
which  were  features  of  the  presented  patient, 
and 

3.  The  medical  syndromes  which  are  “unique” 
(or  at  least  more  common)  during  pregnancy. 

Medical  Complications  During  Pregnancy: 
Challenges  in  Interpreting  Data 

Very  dramatic  changes  occur  to  a woman’s  body 
diiring  normal  pregnancy,  and  some  of  these  may 
be  erroneously  identified  as  abnormal.  For  exam- 
ple, in  the  cardiovascular  system,  cardiac  output 
increases  by  40  percent,  while  increased  salt  and 
water  retention  cause  an  expanded  extracellular 
fluid  volume.  As  a consequence,  normal  pregnan- 
cy may  be  accompanied  by  such  symptoms  as 
easy  fatigability,  chest  tightness,  orthopnea,  and 
peripheral  edema  (Table  1).  For  most  patients, 
reassurance  that  their  symptoms  are  a normal 
consequence  of  pregnancy  is  appropriate. 
However,  loud  systolic  murmurs  (>  3/6),  inward 
diastolic  murmurs,  or  incapacitating  car- 
diovascular symptoms  should  prompt  diagnostic 
evaluation. 
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Easy  fatigability 
Chest  tightness 
Orthopnea 
Palpitations 

Decreased  blood  pressure 
Wide  pulse  pressure 
Peripheral  edema 
Systolic  murmur 
S3 

Internal  mammary  bruits  and  hums 

Table  1 . Cardiovascular  symptoms,  signs,  and 
laboratory  findings  which  may  accompany 
normal  pregnancy. 


Labs  which  are  normal  but  look  abnormal 
Glycosuria 
Low  hematocrit 
Fasting  hypoglycemia 
Thyroid  tests 

Elevated  sedimentation  rate 
Alkaline  phosphatase 
Labs  which  are  abnormal  but  look  normal 
Creatinine 

Fasting  blood  sugar  of  105 
Proteinuria 

Table  3.  Some  sources  of  error  in  laboratory 
interpretation  during  pregnancy 


In  all  other  major  organ  systems,  pronounced 
physiological  changes  may  also  affect  our  inter- 
pretation of  historical,  physical  examination,  or 
laboratory  data.  Table  2 lists  some  of  these 
physiologic  changes,  while  Thble  3 identifies 
some  common  sources  of  error  in  laboratory 
interpretation.  For  example,  a creatinine  of  1.0 
is  abnormal  in  a pregnant  woman  and  indicates 
renal  disease,  while  glycosuria  does  not 
necessarily  mean  diabetes  mellitus. 


Carbohydrate  Metabolism 

Accelerated  starvation  state  then 
insulin  resistance 
Hematology 

Increased  plasma  volume  by  50  percent 
(begins  at  3 months) 

Increased  RBC  mass  by  25  percent 
(begins  at  6 months) 

Slight  increase  in  WBC’s 
Renal 

Increase  GFR  (96  ml/min  to  143  ml/min 
in  1st  trimester) 

Pulmonary 

Central  hyperventilation 
GI 

Acid  reflux 
Dermatology 

Melasma  (hyperpigmentation),  nevi  may 
darken 

Hair  loss  (uncommon) 

Table  2.  Changes  in  physiology  accompanying 
normal  pregnancy. 


Medical  Complications  During  Pregnancy: 
Diseases  of  Women  of  Child-Bearing  Age 

Table  4 lists  diseases  which  are  common  in 
women  of  child-bearing  age.  Among  the  most 
common  and  devastating  is  drug  abuse,  principal- 
ly alcohol  and  cocaine.  In  conditions  such  as 
asthma  or  a seizure  disorder,  which,  if 
uncontrolled,  are  potentially  threatening  to 
delivery  of  blood  flow  and  oxygen  to  the  fetus,  it 
is  much  more  important  to  maintain  control  with 
medications  already  known  to  be  effective  than 
to  risk  discontinuing  these  medications  because 
of  drug-associated  fetal  risk.  In  general,  the  use 
of  the  lowest  therapeutic  dose  of  an  agent  that  has 
achieved  clinical  stability  is  appropriate. 


Drug  use 
Headache 

Mitral  valve  prolapse 
Urinary  tract  infection 
Allergies 

Sexually  transmitted  disease 
Irritable  bowel 
Psychiatric  disorder 
Hypertension 
Autoimmune  diseases 
Seizure  disorder 
Diabetes  mellitus 
Inflammatory  bowel  disease 

Table  4.  Diseases  common  in  women  of  child- 
bearing age. 
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More  American  women  are  delaying  their 
child-bearing,  and  presumably  this  will  increase 
the  incidence  of  associated  medical  diseases  in 
pregnancy.®  The  impact  of  high-technology 
medicine  on  such  diseases  as  rheumatic  and  ac- 
quired valvular  heart  disease  and  transplanta- 
tion for  end-stage  renal  disease  increases  the 
complexity  of  medical  decision-making  during 
pregnancy.  The  reader  is  referred  to  the  1985 
series  of  specific  disease  processes  in  pregnancy 
which  appeared  in  the  New  England  Journal  of 
Medicine^'^^  and  other  sources.^^ 

Mitral  valve  prolapse  is  a common  condition  in 
women  of  child-bearing  age  and  has  a benign  pro- 
gnosis. Normal  vaginal  delivery  is  not  felt  to  be 
a significant  risk  for  bacteremia;  however,  most 
women  with  mitral  valve  prolapse  receive  en- 
docarditis prophylaxis  for  delivery,  especially  for 
delayed  or  complicated  delivery  or  caesarean 
section. 

Cystitis  may  rapidly  progress  to  pyelonephritis 
because  of  physiologic  changes  associated  with 
pregnancy,  including  ureteral  hypomotility.  With 
upper  tract  urinary  infections,  premature  labor 
occurs,  with  significant  risk  to  the  fetus.  Many 
obstetricians  screen  for  bacteriuria,  and  readily 
treat  suspected  lower  urinary  tract  infections 
with  antibiotics,  principally  beta-lactam 
antibiotics,  ampicillin,  or  nitrofurantoin. 
Antibiotics  to  avoid  in  pregnancy  include  the 
quinolones,  tetracycline,  and  probably  the 
sulfa-derivatives. 

Great  advances  have  occurred  in  our  approach 
to  diabetes  mellitus  in  pregnancy.  It  is  very  clear 
that  most  of  the  neonatal  risk  can  be  avoided  by 
scrupulous  attention  to  tight  blood  sugar  control. 
This  is  best  achieved  by  a multidisciplinary 
approach,  the  goal  of  which  is  euglycemia. 

Hypertension  is  a common  problem  in  women 
of  child-bearing  age.  In  normal  pregnancy,  blood 
pressure  drops  significantly  beginning  in  the 
second  trimester.  Thus,  prepregnancy  chronic 
hypertension  may  be  “masked.” 

The  diagnosis  of  hypertension  requires  two 
blood  pressure  determinations  (at  least  six  hours 
apart)  demonstrating  blood  pressure  greater 
than  140/90,  systolic  blood  pressure  greater  than 
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30  mm  Hg  above  usual  systolic  pressure,  or 
diastolic  blood  pressure  15  mm  Hg  above  usual 
diastolic  blood  pressure.  The  American  College 
of  Obstetrics  and  Gynecology  classification  of 
hypertension  is  shown  in  Table  5. 


1)  Pre-eclampsia-eclampsia  or  pregnancy- 
induced  hypertension 

2)  Chronic  hypertension 

3)  Chronic  hypertension  with  superimposed 
pre-eclampsia 

4)  Late  or  transient  hypertension 

Table  5.  American  College  of  OB/GYN 
classification  of  pregnancy-associated 
hypertension. 


The  critical  question  in  hypertension  in 
pregnancy  is  whether  the  blood  pressure  eleva- 
tion is  associated  with  pre-eclampsia,  a 
dangerous  disease.  The  principal  differentiating 
finding  is  that  of  proteinuria.  Proteinuria  in 
hypertensive  pregnant  women  (>  0.3  g/1)  is 
associated  with  a dramatically  increased  risk  of 
neonatal  mortality  and  babies  who  are  small  for 
their  gestational  age.^'*  As  Lindheimer  and  Katz 
emphasize,®  advances  in  neonatal  care  have 
been  such  that  it  is  safer  for  the  baby  to  be  out- 
side of  a pre-eclamptic  mother’s  womb  than  in- 
side. Pre-eclampsia  can  dramatically  advance  to 
cerebral  and  pulmonary  edema  and  eclampsia, 
and  for  babies  greater  than  1500  g,  delivery  is  the 
treatment  of  choice. 

The  pathogenesis  of  pre-eclampsia  involves  in- 
creased vascular  sensitivity  to  circulating 
catecholamines,  especially  angiotensin  II. 
Tachycardia,  intravascular  volume  depletion, 
and  a relatively  low  cardiac  output  are  also 
features.  The  result  is  inadequate  blood  and 
oxygen  delivery  to  the  feto-placental  unit.  The 
therapy  of  hypertension  with  pre-eclampsia 
features  includes  vasodilators  and  volume  expan- 
sion, although  the  latter  is  somewhat  controver- 
sial. Volume  expansion  may  precipitate  cerebral 
or  pulmonary  edema,  while  vasodilator  therapy 
alone,  particularly  in  the  presence  of 
hypovolemia,  may  cause  hypotension  and 
worsening  oxygen  delivery.  Hydralazine  is  the 
most  popular  agent  in  the  treatment  of  hyper- 
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Post-partum  pleural  effusion  is  a relatively 
common,  self-limited  radiologic  finding  which 
does  not  require  further  diagnostic  interven- 
tion.^'* 

Dr.  Valerie  West:  With  excellent  control  of 
diabetes,  which  is  usually  difficult  to  achieve,  the 
incidence  of  major  complications  returns  to  nor- 
mal. Unfortunately,  this  assumes  perfect  control 
at  conception,  which  is  rare. 

Dr.  Keating:  It  is  very  important  to  encourage 
diabetic  patients  to  let  you  know  if  they  plan  on 
becoming  pregnant.  If  they  are  hyperglycemic  at 
conception,  the  incidence  of  complications  is  in- 
creased, even  if  they  have  excellent  control 
thereafter. 

A physician:  What  is  considered  good  control? 

Dr.  West:  Normal  hemoglobin  AlC  levels,  fasting 
blood  glucoses  of  100-105,  and  a two-hour  post- 
prandial glucose  of  under  140.  If  the  patient  has 
neurologic  complications  and  cannot  tell  when 
her  glucose  is  low,  this  will  be  extremely  difficult. 
I’d  like  to  reiterate  the  comments  Dr.  Keating 
made  about  treatment  of  hyperthyroidism  in 
pregnant  women.  We  are  normally  careful  about 
giving  medications  during  pregnancy.  However, 
the  risk  of  fetal  loss  is  very  high  if  hyper- 
thyroidism is  untreated.  I agree  with  cautious 
treatment  early  rather  than  waiting  until  half 
way  through  pregnancy,  because  there  is  a good 
chance  of  losing  the  fetus  without  treatment. 

A physician:  Should  the  presence  of  diabetic  com- 
plications, such  as  retinopathy,  neuropathy,  or 
nephropathy,  be  factors  in  counseling  a patient 
about  the  risks  of  pregnancy? 

Dr.  Keating:  With  significant  end  organ  damage, 
such  as  renal  disease,  patients  are  usually  less 
fertile.  Retinopathy  can  sometimes  worsen  in  the 
setting  of  pregnancy.  You  should  counsel  patients 
about  that.  It  is  unclear  whether  renal  disease  in 
diabetics  worsens  as  a result  of  pregnancy,  but  it 
probably  does  not.  Diabetic  patients  need  to 
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know,  however,  that  there  are  risks  to  becoming 
pregnant. 

Dr.  West:  There  are  definite  risks,  but  it  is  not  our 
place  to  say  that  a patient  can  or  cannot  become 
pregnant.  Patients  have  to  know,  however,  that 
they  are  at  risk  of  making  their  disease  worse. 

A physician:  In  view  of  the  fact  that  pulmonary 
embolism  is  a leading  cause  of  death  in  pregnant 
women  and  that  heparin  can  be  used  safely  dur- 
ing pregnancy,  I am  surprised  that  we  don’t  use 
more  aggressive  prophylaxis,  particularly  with 
women  who  are  at  bedrest  for  prolonged  periods 
for  various  reasons. 

Dr.  Keating:  Women  at  bedrest  prior  to  delivery 
don’t  seem  to  develop  pulmonary  emboli. 
However,  there  have  been  no  studies  looking  for 
deep  vein  thrombosis  in  pregnant  women.  There 
are  some  problems  with  impedance 
plethysmography  interpretation  during  pregnan- 
cy. When  clots  do  occur,  they  tend  to  be  in  the 
pelvis,  a region  which  is  difficult  to  visualize  by 
noninvasive  techniques. 
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SCIENTIFIC  ARTICLE 


Menstrual  Migraine 


Stephen  D.  Silberstein,  M.D.,  F.A.C.P. 

George  R.  Merriam,  M.D. 


Introduction 

Migraine  is  an  episodic  headache  disorder  often 
accompanied  by  neurological,  gastrointestinal 
and  psychological  changes.  Environmental  and 
psychological  factors  and  neuroendocrine  pertur- 
bations can  trigger  its  development  and  expres- 
sion. A variety  of  evidence  suggests  a link 
between  female  sex  hormones  - estrogens  and 
progestins  - and  migraine,  although  the  specific 
mechanisms  mediating  these  effects  are  uncer- 
tain.^ Migraine  develops  most  frequently  in  the 
second  decade  in  women,  peaking  at  menar- 
che,^'^  and  women  migraineurs  outnumber  men 
by  at  least  a 2:1  ratio,  but  this  sex  difference  is 
not  apparent  in  prepubertal  children.'*  ® 

Migraine  attacks  are  linked  to  the  period  of 
menses  in  60  percent  of  women,  and  occur  ex- 
clusively in  this  period  (true  menstrual  migraine) 
in  14  percent.®  Menstrually  related  migraine 
begins  at  menarche  in  33  percent  of  women.® 
Premenstrual  migraine  may  be  part  of  the 
premenstrual  syndrome  (PMS),  now  a part  of  the 
DSM-IIIR  criteria  for  Late  Luteal  Phase 
Dysphoric  Disorder  (LLPDD),  a menstrually 
related  mood  disorder  associated  with  other 
somatic  complaints,  including  backache,  breast 
swelling  and  tenderness,  and  nausea.^ 

Migraine  may  worsen  in  the  first  trimester  of 
pregnancy;  many  women  become  headache-free 
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during  later  pregnancy,  but  25  percent  have  no 
change.®®  Menstrual  migraine  typically  im- 
proves with  pregnancy,  perhaps  due  to  sustained 
high  estrogen  levels.®  Migraine  frequency 
decreases  with  advancing  age,  but  may  regress 
or  worsen  at  the  menopause."*  Hormonal  replace- 
ment with  estrogens  can  exacerbate  migraine, 
and  oral  contraceptives  can  change  its  character 
and  frequency.**  Changes  in  the  headache  pat- 
tern with  oral  contraceptive  use  and  during 
menarche,  menstruation,  pregnancy,  or 
menopause  are  related  to  changes  in  estrogen 
levels.  *'’*®'*'* 

This  review  will  cover  the  approaches  to  the 
therapy  of  menstrual  migraine. 

Endocrinology  of  the  Menstrual  Cycle 

Normal  menstrual  cycle  functioning  requires 
the  coordinated  activity  of  the  hypothalamus, 
which  secretes  gonadotropin-releasing  hormone 
(LH-RH  or  GnRH);  the  pituitary,  which  secretes 
the  glycoproteins-luteinizing  hormone  (LH)  and 
follicle-stimulating  hormone  (FSH);  the  ovary, 
which  secretes  estrogens  and  progesterone;  and 
the  endometrial  lining  of  the  uterus,  which 
responds  to  estrogen  and  progesterone  (Figure  1). 
Under  the  control  of  norepinephrine,  serotonin, 
the  opioids,  and  other  neurotransmitters,  the 
hypothalamus  secretes  GnRH  in  a pulsatile  man- 
ner, which  stimulates  pituitary  LH  and  FSH. 
This  in  turn  stimulates  secretion  of  ovarian 
estradiol  and  progesterone,  which  feed  back  at 
the  pituitary  to  modulate  the  relative  amounts 
of  LH  and  FSH,  and  at  the  hypothalamus  to 
regulate  GnRH.*®'*® 
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Figure  1:  Gonadotropin  releasing  hormone 
(GnRH)  stimulates  pituitary  secretion  of 
luteinizing  hormone  (LH)  and  follicle- 
stimulating  hormone  (FSH).  FSH  and  LH 
stimulate  the  ovary  to  secrete  the  sex 
steroids,  estrogen  (E)  and  progesterone  (P), 
which  feed  back  on  the  hypothalamus  and 
pituitary  to  modulate  GnRH  and  LH 
secretion.  E and  P stimulate  endometrial 
prostaglandin  synthesis. 


Changes  in  the  pattern  of  episodic  LH  secretion 
during  the  menstrual  cycle  largely  reflect  the 
effects  of  progesterone  on  the  hypothalamic 
pattern  of  pulsatile  secretion  of  GnRH  and  the 
effects  of  estrogens  and  progestins  on  the 
pituitary  secretion  of  gonadotropins. 


a signal  that  the  follicle  is  ready  to  ovulate.^® 
After  ovulation,  as  the  site  of  the  ovulated  follicle 
is  converted  to  the  corpus  luteum,  progesterone 
levels  rise  further. 

Estrogen  from  the  growing  follicle  stimulates 
growth  of  the  endometrium;  progesterone  causes 
it  to  secrete  mucus,  specific  proteins  and  vasoac- 
tive substances,  including  the  prostaglandins. 
Progesterone  withdrawal  as  the  corpus  luteum 
regresses  leads  to  arterial  spasm  and  menses. 

Sex  hormones  have  direct  CNS  effects,  binding 
to  receptors  in  opiatergic  and  other  neurons  in 
the  area  of  the  brain  responsible  for  reproductive 
behavior  and  gonadotropin  release.^®  Estrogens 
increase  the  number  of  progesterone  and 
muscarinic  receptors  and  modulate  5-HTi, 
5-HT2,  and  beta  adrenergic  receptors.^'  Estrogen 
withdrawal  increases  the  number  of 
dopaminergic  receptors. Progesterone 
modulates  the  estrogen  effects  on  the  5-HTi  and 
5-HT2  receptors. 

Menstrual  Migraine 

Migraine  can  occur  before,  during,  or  after 
menstruation,  or  at  the  time  of  ovulation.® 
During  menstruation  it  is  often  associated  with 
dysmenorrhea,^®  and  before  or  during  menstrua- 
tion migraine  is  frequently  refractory  to 
treatment. These  are  the  times  of  greatest 
fluctuation  in  estrogen  levels.®'®  Attempts  to  find 
consistent  differences  in  ovarian  hormone  levels 
between  women  with  menstrual  migraine  and 
controls  have  not  yielded  consistent  results.  Some 
authors  have  reported  higher  estrogen  and  pro- 
gestin levels;  others  have  not.®’®'^®'^®  However, 
most  find  that  testosterone,  FSH,  and  LH  levels 
are  similar  to  controls.® 


Estrogen  exerts  negative  feedback  regulation 
on  the  pituitary;  thus,  as  the  follicle  grows  and 
estrogen  levels  rise,  FSH  initially  falls.  At  the 
middle  of  the  cycle,  however,  there  is  a rapid  rever- 
sal from  inhibition  to  stimulation,  and  a large 
surge  of  gonadotropin  secretion.  A small  rise  in 
progesterone  plays  a central  role  in  this  reversal, 
which  in  turn  may  reflect  inhibition  of  the 
synthesis  of  estrogen  due  to  product  inhibition  by 
the  high  levels  of  estrogen  in  the  dominant  folli- 
cle.'® Thus,  the  rise  in  progesterone  can  serve  as 


Somerville  reported  that  the  headache  of 
menstrual  migraine  occurred  during  or  after  the 
simultaneous  fall  of  estrogens  and  progesterone, 
and  that  giving  estrogens  premenstrually 
delayed  the  onset  of  migraine  but  not  menstrua- 
tion.®® In  contrast,  progesterone  administration 
delayed  menstruation  but  did  not  prevent  the 
migraine  attack.®'^  Somerville  concluded  that 
estrogen  withdrawal  may  trigger  migraine 
attacks  in  susceptible  women.  Estrogen- 
withdrawal  migraine  requires  several  days  of 
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exposure  to  high  levels  of  estrogen.^®  When 
Somerville  used  an  erratic  delivery  system  of 
long-acting  estrogen  implants  to  suppress 
migraine,  his  patients  developed  irregular 
bleeding  and  headaches  associated  with 
fluctuating  estrogen  levels.^^ 

Prostaglandins  and  the  Uterus 

The  prostaglandins,  20-carbon  fatty  acid 
derivatives  of  arachidonic  acid,  inhibit 
adrenergic  transmission,  sensitize  nocioceptors, 
and  promote  the  development  of  neurogenic 
inflammation.®®'®^  Nonsteroidal  anti-inflam- 
matory drugs  (NSAIDs),  such  as  indomethacin, 
block  the  synthesis  of  prostaglandins  and 
enhance  adrenergic  transmission  by  increasing 
the  amount  of  norepinephrine  released.®®'®® 
Prostaglandins  are  synthesized  in  response  to 
neuronal  release  of  norepinephrine.  The  newly 
synthesized  prostaglandins  further  inhibit 
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norepinephrine  release  by  a feedback 
mechanism.®®  The  released  prostaglandins 
sensitize  pain  receptors®*  and  increase  neurogenic 
inflammation.®*  Intravenous  infusion  of 
prostaglandin-Ei  in  humans  produces  migraine- 
like headaches  and  abdominal  cramps,®® 
whereas  infusion  of  prostacyclin  produces  a dull, 
throbbing  headache.®® 

Antidromic  sensory  nerve  fiber  stimulation 
results  in  the  release  of  substance  P and  produces 
vasodilation,  leakage  of  plasma  protein,  and  an 
inflammatory  response.®*  The  neurogenic 
inflammation  may  generate  part  of  the  painful 
sensation  of  headache.  NSAIDs  block  prostaglan- 
din synthesis  and  inhibit  the  development  of 
neurogenic  inflammation.®^  Ergotamine,  the 
classic  migraine  abortive,  prevents  neurogenic 
inflammation  by  blocking  transmission  along 
unmyelinated  C-fibers.®®  Prostaglandins  affect 
the  CNS  and  may  modulate  the  descending 
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noradrenergic  pain  control  system.^®  Intrathecal 
PGE2  decreases  the  pain  threshold. 
Prostaglandins  block  norepinephrine  release  in 
the  CNS  and  antagonize  electrical  and  morphine 
analgesia  and  may  regulate  gonadotropin- 
releasing hormone  release.^^  This  antagonism  is 
blocked  by  intrathecal  NSAIDs.^^ 

Increased  uterine  contractions  cause  much  of 
the  pain  of  dysmenorrhea.^^  Prostaglandins, 
particularly  PGF2  and  PGE2,  produced  by  the 
endometrium  under  the  influence  of  estrogens 
and  progesterone,  intensify  uterine  contrac- 
tions.The  menstrual  fluid  and  the 
endometrium  of  dysmenorrheic  patients  has 
been  reported  to  contain  increased  concentra- 
tions of  prostaglandins.'*^'^'*  These  increased 
prostaglandins  are  associated  with  menstrual 
headache.**^  PGF2  plasma  levels,  which  are 
normal  throughout  the  menstrual  cycle, 
significantly  increase  during  a migraine 
attack."*®  Infusions  of  prostaglandins  produce 
menstrual  symptoms,  including  dysmenorrhea 
and  headache."*®  Plasma  taken  from 
menstruating  women  with  severe  dysmenorrhea 
and  infused  back  to  them  when  they  were  not 
menstruating  reproduced  dysmenorrhea  and 
other  symptoms  of  the  menstrual  syndrome, 
including  headache."*® 

Grant"*^  reported  that  women  with  migraine 
have  more  endometrial  arterial  proliferation,  and 
thus  possibly  a change  in  the  end-organ  response 
to  estrogen.  Menstrual  migraine  may  be  a 
consequence  of  estrogen  withdrawal  affecting 
both  the  hypothalamus**  and  the  uterus, 
mediated  in  part  by  increased  prostaglandin  and 
prostaglandin-generating  factors. 

Treatment  of  Menstrual  Migraine 

The  initial  treatment  of  women  who  have 
migraine  throughout  their  menstrual  cycle 
should  include  general  measures  such  as 
reassurance,  identification  and  elimination  of 
triggers,  use  of  abortive  and  prophylactic  medica- 
tions, psychological  modalities,  and  sleep 
hygiene.  This  may  eliminate  all  headaches  except 
those  associated  with  the  menses.'*®'*®’®**  Since 
menstrually  related  migraine  typically  occurs  at 
the  same  time  of  month  or  in  association  with 
symptoms  that  herald  its  occurrence,  increasing 
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the  dose  of  prophylactic  medication 
perimenstrually  may  control  these  resistant 
menstrual  headaches.*’® 

Women  who  have  migraine  exclusively  with 
their  menses  can  be  treated  by  the  perimenstrual 
use  of  prophylactic  medication  (antidepressants, 
beta  blockers,  calcium  channel  blockers,  or 
methysergide).  * *® 

Popular  but  probably  ineffective  treatments 
include  diuretics  and  vitamins.  Diuretics  help 
with  fluid  retention  but  not  with  menstrually 
related  migraine.**’®*  The  efficacy  of  pyridoxine 
to  treat  both  PMS  and  menstrual  migraine  has 
not  been  established  in  double-blind  studies.®^  ®® 
The  inhibition  of  prostaglandin  production, 
which  may  be  enhanced  in  menstrual  migraine, 
may  account  for  the  effectiveness  of  the 
NSAIDs.*®’®*  NSAIDs  are  effective  in  adequate 
doses  abortively  or  prophylactically  one  to  two 
days  before  the  expected  onset  of  headache  and 
continued  for  the  duration  of  vulnerability.®®’®®  If 
the  first  NSAID  is  ineffective,  other  classes  of 
NSAIDs  should  be  tried. 

Ergotamine  and  its  derivatives  can  be  used  pro- 
phylactically at  the  time  of  menses  without 
significant  risk  of  developing  ergot 
dependence.*’*®’®**  Ergotamine  tartrate,  at  bed- 
time or  twice  a day,  is  an  effective  prophylactic 
agent.*  Ergotamine  in  combination  with 
belladonna  and  phenobarbital  (Bellergal)  may  be 
useful  in  treating  other  PMS  (LLPDD)  symptoms 
in  addition  to  headache.®®  Ergonovine  maleate, 
an  ergot  derivative,  when  given  perimenstrual- 
ly, has  provided  65  percent  improvement  in 
severity  and  duration  of  headache.®^  This  benefit 
decreases  with  time.  Dihydroergotamine 
(DHE),®®’®®  given  perimenstrually  in  a slow 
release  oral  form,  was  effective  in  16  of  20 
patients  in  one  open  study.  DHE,  currently 
available  only  in  parenteral  form,  may  be 
extremely  effective  to  prevent  and  to  terminate 
menstrual  migraine.®® 

If  an  attack  of  severe  menstrual  migraine 
cannot  be  controlled  by  the  use  of  NSAIDs  and 
ergots,  analgesics  in  combination  with  narcotics 
may  be  used.®®  If  these  do  not  terminate  the 
attack,  further  recommendations  include  using 
high-dose  corticosteroids,  major  tranquilizers 
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(chlorpromazine,  haloperidol,  thiothixene)  or  a 
course  of  IV  DHE.^®  If  these  fail  or  require  frequent 
use,  a trial  of  hormonal  therapy  may  be  indicated. 

Successful  hormonal  therapy  of  menstrual 
migraine  has  been  reported  with  estrogens,®® 
estrogen  antagonists,®^  prolactin  release 
inhibitors,®^  and  estrogens  in  combination  with 
progesterone  or  testosterone.®®  Progesterone 
alone  (injection,  pills,  or  suppositories)  is  not 
effective  in  the  treatment  of  headache  or  other 
symptoms  of  PMS®®  despite  many  favorable 
anecdotal  reports.®®'®^ 

The  decrease  in  estrogen  levels  during  the  late 
luteal  phase  of  the  menstrual  cycle  is  a likely  trig- 
ger for  migraine.®®  Estrogen  replacement  prior 
to  menstruation  has  been  used  to  prevent 
migraine.®®  In  a double-blind  crossover  study, 
DeLignieres®®  used  percutaneous  estradiol  gel 
perimenstrually  with  significant  (30.8  percent 
versus  96.3  percent)  headache  reduction.  In  a 
double-blind  trial  of  percutaneous  estradiol  gel, 
Dennerstein®®  reported  similar  excellent  results. 
Magus,®®  in  an  open  study,  found  estradiol  im- 
plants, which  are  only  available  investigationally 
in  the  USA,  and  cyclic  progesterones  to  be  effec- 
tive in  20  of  24  patients  with  menstrual  migraine. 
These  results  were  not  as  impressive  in  a follow- 
up double-blind  study. ®^ 

Somerville  attempted  prophylaxis  of  menstrual 
migraine  with  estradiol  implants.®®  These 
implants  did  not  produce  stable  plasma  estrogen 
levels  and  caused  severe  menstrual  disturbance, 
loss  of  periodicity  of  headaches,  and  unpredict- 
able headache  improvement.  In  contrast,  the 
cutaneous  gel®®  and  the  estradiol  implant  used 
by  Magus®^  provide  stable  blood  estrogen  levels. 
The  estradiol  cutaneous  patch  (Estraderm^)  pro- 
vides a stable  plasma  estrogen  level  and  has 
anecdotally  been  reported  to  be  as  effective  as  the 
gel  or  implants.®®’®® 

Combinations  of  estrogens  and  progestogens  in 
the  form  of  oral  contraceptives  may  be  a 
reasonable  approach  for  some  patients  with 
intractable  menstrual  migraine,  particularly 
when  it  is  associated  with  severe  dysmenor- 
rhea.^® (For  an  extensive  review  of  oral  con- 
traceptives and  headache  see  Silberstein  and 
Merriam.^^) 


Raskin^  reported  anecdotally  that  perimen- 
strual  use  of  a synthetic  oral  estrogen 
(ethinylestradiol  .05  mg.),  in  combination  with  an 
androgen  (methyltestosterone  2 mg.)  was 
effective  in  22  of  36  patients. 

Danazol,  an  androgen  derivative,  suppresses 
the  pituitary-ovarian  axis  by  binding  to  androgen 
and  progestin  receptors,  and  by  inhibiting 
ovarian  steroidogenesis.  It  may  be  effective  in  the 
prophylaxis  of  menstrual  migraine  when  given 
at  a dose  of  from  200  to  600  mg.  per  day,  started 
before  the  expected  onset  of  the  headache  and 
continued  through  the  menses.®’’^®’^®  Tamoxifen 
(Nolvadex*^),^'*'^®  an  antiestrogen,  may  be  effec- 
tive in  resistant  menstrual  migraine.  (Thmoxifen 
binds  to  a cytosol  estrogen  receptor.  Its  long- 
acting  nuclear  retention  time  results  in  estrogen 
antagonism  by  down-regulation  of  an  estrogen 
receptor  and  inhibition  of  messenger  RNA 


Del  Med  Jrl,  August  1991-Vol.  63,  No.  8 


481 


Scientific  Article  - Silberstein 


transcription.)  A dose  of  5 to  15  mg.  per  day  for 
days  7 to  14  of  the  luteal  cycle  has  given  signifi- 
cant relief  of  menstrual  headache  without  side 
effects. 


pathophysiology  of  migraine,  to  provide  an 
approach  to  the  treatment  of  menstrual  migraine 
using  abortive  and  preventive  migraine  medica- 
tions and  hormonal  manipulations. 


Bromocriptine  (Parlodel^), a dopamine  D2 
receptor  agonist,  is  an  inhibitor  of  prolactin 
release.  A dose  of  2.5  to  5 mg.  per  day  during  the 
luteal  phase  of  the  menstrual  cycle  may  decrease 
the  premenstrual  symptoms  of  breast  engorge- 
ment, irritability,  and  headache.  The  sequential 
approach  to  the  treatment  of  menstrual  migraine 
appears  in  Table  1. 


1.  Nonsteroidal  anti-inflammatory  drugs 
(NSAIDs) 

2.  Ergotamine  and  its  derivatives 

3.  Perimenstrual  use  of  standard  prophy- 
lactic drugs 

4.  Short  course  of  corticosteroids  or  major 
tranquilizers 

5.  Hormonal  therapy 

Estrogens  (with  or  without  androgens 
or  progestogen) 

Synthetic  androgens  (Danazol) 
Antiestrogen  (Tamoxifen) 

Dopamine  agonists  (Bromocriptine) 

Table  1.  Treatment  of  Menstrual  Migraine 


Conclusion 

The  menstrual  cycle  is  the  result  of  a carefully 
orchestrated  sequence  of  interactions  between 
the  hypothalamus,  pituitary,  ovary,  and  en- 
dometrium, with  the  sex  hormones  acting  as 
modulators  and  effectors  at  each  level.  Estrogen 
and  progestin  have  potent  effects  on  central 
serotonergic  and  opioid  neurons,  modulating 
both  neuronal  activity  and  receptor  density.  The 
primary  trigger  of  menstrual  migraine  appears 
to  be  the  withdrawal  of  estrogen  rather  than 
progesterone. 

The  treatment  of  migraine  associated  with 
changes  in  estrogens  is  frequently  difficult,  and 
patients  are  often  refractory  to  therapy.  We  have 
attempted,  based  on  what  is  known  of  the 
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SCIENTIFIC  ARTICLE 


Nocturnal  Negative  Pressure  Ventilation 


Raj  Padman,  M.D. 
J.  Stewart  Constance,  B.S.,  R.R.T. 


Abstract 

In  this  study,  25  patients  between  the  ages  of 
12  and  24  years  who  had  neuromuscular 
diseases,  a vital  capacity  less  than  50  percent  of 
predicted,  and  a history  suggestive  of  nocturnal 
hypoventilation  were  observed  with  overnight 
monitoring  of  end-tidal  CO2  (EtC02)  and  O2 
saturation  (Sa02).  Those  patients  with  a strong 
clinical  history  and  evidence  of  nocturnal 
hypoventilation  (increased  EtC02  of  50  to  70  torr 
and  decreased  Sa02  [<  90  percent])  (10  patients) 
were  placed  on  nocturnal  negative  pressure  ven- 
tilation (NNPVj.  Admission,  treatment,  and  post- 
treatment arterial  blood  gases  were  analyzed  by 
paired  statistical  “t”  tests. 

Comparison  of  mean  Pa02  values  obtained  on 
admission  with  those  obtained  during  treatment 
revealed  a greater  than  97.5  percent  confidence 
(p  = 0.025;  n = 7).  Mean  Pa02  values  obtained 
after  treatment  (off  negative  pressure  ventilation 
[NPV],  awake  during  daytime)  were  65.9  + 18.2 
mmHg  and  79.0  -i-  14.5  mmHg,  respectively  (p  = 
0.005;  n = 6).  Comparison  of  post-treatment 
Pa02  values  as  a percentage  of  admission  (pre- 
test) values  showed  a significant  change  at  the 
0.5  percent  level  with  an  applied  Wilcoxan 
Signed-ranks  Matched-pairs  Test.  The  mean 
PaC02  values  obtained  upon  admission  and 
those  obtained  during  treatment  were  53.7  ± 
15.1  mmHg  and  48.1  ± 14.2  mmHg,  respective- 
ly (p  = 0.05;  n = 7),  and  comparison  mean 
PaC02  values  obtained  upon  admission  and  after 
treatment  were  57.9  ± 16.0  mmHg  and  51.2  ± 
7.0  mmHg,  respectively  (p  = 0.1;  n = 6).  Com- 

Dr.  Padman  is  Chief  of  the  Division  of  Pulmonology  as  well  as  Associate  Director 
of  the  Intensive  Care  Unit  at  the  Alfred  I.  duPont  Institute. 

J.  Stewart  Constance  is  the  Special  Project  Coordinator  of  the  Respiratory  Care 
Department  at  the  Alfred  I.  duPont  Institute. 
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parison  of  admission  (pre-treatment)  PaC02  and 
post-treatment  values  showed  no  significance  at 
the  95  percent  confidence  interval  using  the  same 
Wilcoxan  Signed-ranks  Matched-pairs  Test  as 
applied  to  Pa02  values. 

In  patients  without  evidence  of  upper  airway 
obstruction  (both  + NPV),  NNPV  was  observed 
to:  (1)  help  reverse  nocturnal  hypercarbia;  (2) 
reduce  ventilation/perfusion  (V/Q)  mismatch  and 
shunting  with  improved  ventilation  (better 
distribution  and  blunted  hypoxemia);  (3)  conserve 
calories  possibly  resting;  (4)  provide  passive  stretch- 
ing of  respiratory  muscles;  and  (5)  significantly 
improve  sleep  pattern,  thereby  improving 
daytime  performance. 

Introduction 

Ventilatory  failure,  which  often  occurs  in 
association  with  an  inflammatory  process  in  the 
lung  (for  example,  pneumonia),  is  a common 
cause  of  death  in  many  patients  with 
neuromuscular  diseases.^  Time  of  onset  and  in- 
cidence vary  depending  on  the  underlying 
pathophysiology  of  the  specific  disease. 

In  certain  neuromuscular  diseases,  such  as 
Duchenne  muscular  dystrophy,  death  is  directly 
related  to  chronic  respiratory  insufficiency  in  the 
majority  of  cases  (90  percent).  Respiratory  failure 
may  appear  in  these  neuromuscular  diseases  at 
the  time  of  onset,  as  it  does  in  myasthenia  gravis 
and  in  Guillain-Barre  syndrome,  or  in  the  later 
stages  of  a disease,  as  in  muscular  dystrophies  or 
motor  neuron  diseases.^ 

Because  there  is  no  time  for  prophylactic  in- 
tervention for  acute  respiratory  failure  at  the 
time  of  onset  of  a disease,  measures  that  will 
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Figure  1.  Patient  in  pulmowrap  with  grid  in  place  and  Monohan  170C  ventilator  and  monitoring 
equipment:  EtC02  TtP02/TcPC02,  and  respirometer. 


improve  the  quality  of  life  for  patients  who 
develop  respiratory  failure  in  the  later  stages  of 
a disease  need  to  be  established.  For  this  reason, 
and  because  of  the  highly  specialized  needs  of  pa- 
tients with  neuromuscular  diseases  such  as 
poliomyelitis,  the  need  for  respiratory  medicine 
specialists  has  emerged. 

In  neuromuscular  diseases,  the  underlying 
pathophysiology  is  marked  by  weakened 
respiratory  muscles,  resulting  in  an  inability  to 
inflate  the  lungs  (alveolar  hypoventilation).  This 
leads  to  an  alteration  in  the  mechanical  properties 
of  the  lungs,  namely,  a dechne  in  lung  comphance® 
Decreased  respiratory  muscle  contractility  with 
increased  work  of  breathing  that  leads  to  a 
decline  in  respiratory  muscle  endurance  is  the 
cause  of  hypercapnic  respiratory  failure  in 
patients  with  neuromuscular  disease. 
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With  nocturnal  hypoventilation,  there  is  a 
predisposition  to  daytime  hypercarbia,®  or 
stated  more  simply,  the  altered  sleep  pattern 
interferes  with  daytime  performance. 
Sleep-induced  desaturation  contributes  toward 
cor  pulmonale,  promoting  the  pathophysiology. 
The  purpose  of  this  study  was  to  determine  a 
means  to  blunt  nocturnal  hypoventilation  to 
halt  or  reverse  some  of  the  underlying 
pathophysiologic  changes  so  that  daytime  perfor- 
mance and  the  quality  of  life  can  be  improved  in 
these  patients.  Nocturnal  negative  pressure 
ventilation  in  the  “pulmowrap”  device  (Life  Care 
Industries,  Boulder,  CO),  shown  in  Figure  1,  was 
chosen  because  many  patients  would  not  tolerate 
the  cuirass  shell  and  disliked  the  idea  of  having 
anything  occlusive  over  their  nose  and/or  mouth. 
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Materials  and  Methods 

Patients  included  in  this  study  were  randomly 
selected  from  those  who  presented  with  com- 
promised lung  function  with  a clinical  history 
suggestive  of  nocturnal  hypoventilation.  Baseline 
arterial  blood  gases  (ABGs)  were  obtained. 
Pulmonary  function  tests  (PFTs)  were  perform- 
ed, using  standard  norms  for  interpretation.^  ® 
Simple  spirometry,  lung  volumes  (with  func- 
tional residual  capacity  (FRC)  determination  by 
N2  washout),  and  maximum  voluntary  ventila- 
tion (MW)  were  done  on  each  patient.  Testing 
was  done  on  a Sensormedics  model  2100 
computerized  pulmonary  function  laboratory, 
which  uses  paired  “mass-less  flowmeters”  as 
pneumotachs.  EtC02  levels  were  monitored 
using  either  a Puritian  Bennett  model  5300  or  a 
Traverse  Medical  Monitors  model  2200 
capnometer  (sidestream)  with  a continuous 
capnogram. 

All  capnograms  were  validated  and  used  to 
allow  observation  for  airway  obstruction  during 
sleep  and  confirmation  of  CO2  changes  in  conjuc- 
tion  with  ventilation  changes  made  spontaneous- 
ly by  the  patient  or  as  a result  of  adjustments  to 
the  ventilator.  Transcutaneous  PO2  (TCPO2) 
values  were  monitored  using  a Novametrix 
model  850  TCPO2/TCPCO2  monitor.  Patient  sleep 
patterns  were  observed  by  both  the  respiratory 
therapists  and  nurses  on  duty  and  recorded  on 
either  the  capnogram  or  a flow  sheet.  The  pa- 
tients’ tidal  volumes  (Vt)  were  measured  with  a 
Wright  respirometer  using  a mask  or  mouthpiece 
(depending  on  the  cooperative  ability  of  the  pa- 
tients). These  values  were  measured  at  rest  (out 
of  any  devices,  before  trial),  with  each  change 
made  during  the  trials,  and  frequently 
throughout  the  remaining  hours  in  NNPV.  The 
patients’  demographic  data  are  listed  in  Thble  1. 

Patients  who  showed  evidence  of  nocturnal 
hypoventilation,  such  as  increased  EtC02, 
decreased  PO2,  and  very  disorganized  sleep  pat- 
terns, and  who  had  a strong  history  suggestive 
of  nocturnal  hypoventilation  were  placed  in  NPV 
with  a “pulmowrap”  device®  connected  to  a 
Monahan  170C  negative  pressure  ventilator  for 
six  to  10  hours  at  ventilatory  rates  of  5 to  30,  and 
pressure  settings  of  -12  to  -32  cmH20.  The  ven- 
tilator settings  were  adjusted  to  achieve  twice  the 
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Age  (yrs.)/ 

Vital 

Inspir. 

Patient 

Sex 

Diagnosis  Capacity 

Force 

(liters) 

(cmH20) 

1 

21/M 

DMD 

0.14 

-8 

2 

18/M 

DMD 

1.55 

-24 

3 

13/F 

SMA-II 

0.193 

-20 

4 

19/M 

SMA-II 

0.71 

-26 

5 

15/M 

SMA-II 

0.78 

-58 

6 

12/F 

MD 

1.61 

-24 

7 

24/F 

MD 

2.12 

-26 

8 

16/M 

DMD 

1.2 

-20 

9 

26/F 

CM 

1.21 

-20 

10 

11/F 

M 

0.48 

-30 

CM  = congenital  myopathy 
DMD  = Duchenne  muscular  dystrophy 
MD  = myotonic  dystrophy 
M = myopathy 
SMA-II  = Type  II  spinal  muscular 
atrophy 

Table  1 . Demographic  data  of  patients  plac- 
ed in  negative  pressure  ventilation. 


patient’s  spontaneous  Vt  as  well  as  to  his  or  her 
level  of  comfort.  Sleep  pattern  was  observed, 
along  with  continuous  recordings  of  EtC02, 
TcP02,  and  vital  signs  as  stated  above.  Daytime 
ABGs  were  obtained  the  following  day  with  the 
patient  awake  and  off  the  ventilator.  Com- 
parisons were  made  among  pre-NNPV,  intra- 
NNPV,  and  post-NNPV  data.  Both  oxygenation 
and  ventilation  parameters  were  compared. 
Observations  were  made  regarding  patient’s, 
parents’,  or  caretakers’  comments  on  sleep  pat- 
tern and  daytime  performance. 

Results 

The  results  of  ABGs  obtained  upon  admission, 
during  treatment,  and  after  treatment  were 
analyzed  by  paired  statistical  “t”  tests  and  are 
summarized  in  Table  2.  Both  oxygenation  and 
ventilatory  parameters  show  improvement  with 
NNPV. 

Data  comparison  as  a percentage  of  pretreat- 
ment values  (done  to  eliminate  the  wide  range  of 
variability  of  pretest  values  due  to  varying  stages 
of  disease)  using  a Wilcoxan  Signed-ranks 
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Pa02  Level  ( torr) 

Admission 

76.2+19.3 

Treatment 

89.4+9.8 

(p=0.025;  n=7) 

Admission 
65.9+  18.2 

Post-Treatment 

79.0+14.5 

(p=0.005;  n=6) 

Pa02  Level 

(torr) 

Admission 
53.7  + 15.1 

Treatment 
48.1  + 14.5 

(p=0.05;  n=7) 

Admission 

57.9+16.0 

Post-Treatment 

51.2+7.9 

(p=0.1;  n=6) 

Table  2.  Paired  statistical  t tests  of  ABGs. 

Matched-pairs  test  showed  Pa02  value  changes 
to  be  significant  at  0.5  percent  level  for  a one- 
sided test.  Significance  was  also  verified  by  use 
of  Kruskal-Wallis  one-way  analysis  of  variance 
(again  using  post-treatment  Pa02  value  as  a 
percentage  of  pretest  values)  showing  a p value 
of  0.002.  Similar  comparison  of  PaC02  values 
were  not  significant  at  the  95  percent  confidence 
interval,  although  individual  improvements 
were  seen. 

Discussion 

The  possible  mechanisms  by  which  negative 
pressure  hypoventilation  halts  or  reverses 
chronic  progressive  alveolar  h5T)oventilation  and 
V/Q  mismatch  in  neuromuscular  disease  are 
shown  in  Figure  2. 

Body  hypoventilator  therapy  works  by  reliev- 
ing the  respiratory  muscles  of  an  excessive 
workload.  One  of  the  beneficial  effects  of  body 
respirators  (hypoventilators)  in  chronic 
respiratory  failure  has  been  reported  by 
Curran.® 

This  workload  reduction  prevents  fatigue, 
improves  ventilation,  and  blimts  hypoxemia.  NNPV 
can  help  reverse  nocturnal/daytime  hypercarbia. 
Improving  functional  residual  capacity  during 
sleep  and  reducing  V/Q  mismatch,  thereby 


Pa02  Level  (torr) 

Admission  Post-Treatment  Post-Treatment  as 


[pre-test] 

Pa02 

percentage  of 
Pre-Treatment 

52.0 

66.0 

126.0 

91.8 

100.0 

108.0 

65.0(mean 

=63.83)66.0 

102.0 

mean= 127.43  percent 

of  pretest  value) 

47.0 

69.0 

147.0 

84.0 

92.0 

110.0 

55.0 

81.0 

147.0 

52.0 

79.0 

152.0 

Wilcoxin  Signed-ranks  Matched-pairs  Test  (Pa02). 
Sum  of  positive  ranks  = 28;  sum  of  negative 
ranks  = 4;  both  with  7 items;  significant 
at  0.5  percent  level  for  one-sided,  1 percent 
for  two-sided  test. 

Kruskal-Wallis  One-way  Analysis  of  Variance  Test 
Value  = 9.800,  N = 7;  calculated  p value  = 0.002  (this 
may  be  checked  in  Chi-Square 
tables  using  1 as  degrees  of  freedom). 

Table  3. 


PaC02  Levels  (torr) 

Post-Test  as 

Admission  (Pre-Test) 

percentage  of 
Pre-Treatment 

77.0 

86.0 

39.4 

112.0 

42.0 

102.0 

59.8  (mean  = 49.3) 

85.0  (mean=90.4  per- 
cent of  pretreatment) 

54.0 

91.0 

75.0 

69.0 

52.0 

88.0 

Wilcoxin  Signed-ranks  Matched-pairs  Test 

(PaC02) 

Smn  of  positive  ranks 

= 4.5;  sum  of  negative 

ranks  = 23.5  both  with  7 items; 

significance  at  95 
reached. 

percent  interval  not 

Kruskal-Wallis  One-way  Analysis  of  Variance 

Tfest 

Value  = 1.800,  N = 

7;  calculated  p value  = 

0.177  (this  may  be  checked  in  Chi-Square 
tables  using  1 as  degrees  of  freedom). 

Table  4. 
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improving  oxygenation  and  ventilation,  prevents 
further  blunting  of  ventilatory  response  to  C(>2.“ 

To  decide  whether  NNPV’s  passive  stretching 
of  respiratory  muscles  maintains  and/or  improves 
length  tension  characteristics,  pretreatment  and 
follow-up  assessment  of  pulmonary  function  and 
mechanics  would  be  necessary,  including 
electromyograms. 

Sleep  pattern  was  significantly  improved  in  all 
patients  with  NNPV,  which  improved  daytime 
performance  as  judged  by  their  abilities  in  school 
and/or  improvement  in  activities  of  daily  living. 
Although  there  was  some  subjective  evidence  of 
this  in  the  study’s  particular  group  of  patients, 
further  studies  would  be  needed  to  objectively 
evaluate  this  phenomenon. 

In  our  experience,  quality  of  life  in  these 
patients  was  improved  significantly.  The  first 
patient  studied  initially  had  a PO2  of  52,  a PCO2 
of  77,  and  had  the  complaint  that  his  mother  had 
to  change  his  position  in  bed  during  sleeping 
hours  an  average  of  six  to  eight  times  per  night. 
This  patient  was  able  to  return  to  school,  com- 
plete his  studies,  and  graduate  from  high  school 
within  a period  of  six  months  after  starting 
NNPV. 

Upper  airway  obstruction  during  controlled 
ventilation  due  to  vocal  cord  closure  can  be  a 
limiting  factor  in  the  use  of  NNPV.^^  One  pa- 
tient with  myotonic  dystrophy  had  to  be  taken  out 
of  NNPV  secondary  to  airway  obstruction. 

Conclusions 

Nocturnal  negative  pressure  ventilation 
benefits  a select  group  of  patients  with 
neuromuscular  respiratory  insufficiency.  Noctur- 
nal negative  pressure  ventilation  is  a nonin- 
vasive  form  of  therapy  that  can  help  patients  who 
maintain  a certain  degree  of  compliance  in  their 
thoracic  cage,  without  having  to  resort  to 
tracheostomy  and  positive  pressure  ventilation 
(PPV);  these  procedures  are  not  physiologic  and 
predispose  the  patient  to  repeated  episodes  of 
tracheobronchitis,  pneumonia,  and  bactermia. 
Nocturnal  negative  pressure  ventilation,  along 
with  nasal  continuous  positive  airway  pressure 
(NCPAP),  can  be  used  in  the  postoperative  period 
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CHRONIC  HYPOVENTILATION 
SYNDROME  IN  NEUROMUSCULAR  DISEASE 

RESPIRATORY  MUSCLE  WEAKNESS 

1= 

ABNORMAL  PULMONARY  MECHANICS  (DECREASE  LUNG  COMPLIANCE) 

EXCESSIVE  INSPIRATORY  MUSCLE  CONTRACTILE  EFFORT 
FATIGUE 

HYPOVENTILATION  I PCO;  I POj 
CHRONIC  HYPOVENTILATION  (I  HCO3  POOL) 

BLUNTED  VENTIL.ATORY  RESPONSE  ► FURTHER  BLUNTING  DURING  SLEEP 

TO  COi  AWAKE  (1  FRC) 

i 

EARLY  MORNING  HEADACHE 

DAYTIME  DROWSINESS  OR  HYPERSOMNOLENCE 
INABILITY  TO  PERFORM  ACTIVITIES  OF  DAILY  LIVING 
COR  PULMONALE 

INDICATES  POINTS  IN  PROCESS  AFFECTED  BY  NNPV 


Figure  2.  Mechanisms  by  which  negative 
pressure  ventilation  affects  chronic  progressive 
alveolar  hypoventilation  and  V/Q  in 
neuromuscular  disease. 


of  spinal  fusion  to  avoid  the  need  for  prolonged 
intubation  and  PPV  in  this  group  of  patients. 

This  information  is  based  on  a short-term 
study.  A prospective  long-term  study  is  needed  to 
further  evaluate  the  usefulness  of  blunting  ef- 
fects of  NNPV  on  chronic  nocturnal  hypoventila- 
tion in  improving  daytime  performance.  Note 
that  subjective  improvement  was  remarkably 
noted  in  two  patients  in  this  area,  but  no  hard 
clinical  criteria  were  established  to  be  included 
in  the  study  at  this  time. 

Newer  methods  of  noninvasive  positive 
pressure  ventilation  used  in  adults  deserve  an  at- 
tempt at  pediatric  application  and  study.  These 
include:  (1)  nocturnal  positive  pressure  ventila- 
tion via  nasal  mask;^^  (2)  intermittent  positive 
pressure  ventilation  via  nasal  access;^"*  and  (3) 
mouth  intermittent  positive  pressure  ventila- 
tion.^® In  the  two  patients  in  whom  we  have  at- 
tempted to  use  the  nasal  CPAP  mask  to  deliver 
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WE'LL  HELP  YOU 
PAY  OFF  $20,000  OF  YOUR 
MEDICAL  SCHOOL  LOANS. 


If  you’re  certified  in  one  of  the  following 
specialties; 

■ anesthesiology  ■ general  surgery  ■ thoracic 
surgery  ■ orthopedic  surgery  ■ neurosurgery 

■ emergency  medicine 

you  could  take  part  in  the  Army  Reserve’s  Health 
Professionals’  Loan  Repayment  Program  that  pays 
as  much  as  $20,000  in  medical  school  loans. 

As  a member  of  the  Army  Reserve,  you  could 
be  serving  your  country  near  home  at  times 
convenient  to  you.  You’ll  also  enjoy  all  the  prestige  and  privileges  that  accompany  being  an  officer. 

To  find  out  more  about  the  Health  Professionals’  Loan  Repayment  Program  and  all  the  other  advantages 
of  the  Army  Reserve,  contact  one  of  our  experienced  Army  Reserve  Medical  Counselors.  They  can  arrange 
for  you  to  talk  to  an  Army  Reserve  physician  and  visit  a Reserve  Center  or  medical  facility. 

Call  collect:  609-667-8190/8198 

Or  write:  Major  Mary  P.  Sherman,  USAR  Medical  Personnel  Counselor, 

Cherry  Hill,  NJ  08002-4301 


BE  ALL  YOU  CAN  BE.® 

ARMY  RESERVE 


intermittent  positive  pressure  ventilation,  it  has 
not  been  successful  because  of  the  patients’ 
refusal  to  wear  or  lack  of  acceptance  of  the  mask. 
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EDITORIAL 


"Don't  spend  another  moment  worrying  ..." 


I recently  received  an  elaborate  brochure  adver- 
tising the  availability  of  a manual  and  monthly 
newsletter  dedicated  solely  to  helping  physicians 
with  office  laboratories  manage  the  newly 
created  standards  and  regulations  of  state  and 
federal  agencies.  “Don’t  spend  another  moment 
worrying  that  failure  to  meet  new  standards  for 
your  office  lab  could  cut  you  off  from  Medicare 
reimbursement  and  expose  you  to  fines  of  up  to 
$10,000  a day ...  order  the  manual  today,”  advised 
the  brochure. 

The  accompanying  letter  lets  physicians  know 
that  under  the  Clinical  Laboratory  Improvement 
Amendment  of  1988  (CLIA),  strict  proficiency 
testing  and  quality  control  are  necessary,  even  for 
solo  practitioners  performing  the  most  rudimen- 
tary tests.  “You  could  be  spending  so  much  time 
consulting  with  attorneys  and  establishing  new 
procedures  that  little  time  will  be  left  to  practice 
medicine.” 


Will  CLIA  actually  improve  the  quality  of  the 
laboratory  services  offered  by  physicians,  or  will 
it  force  many  physicians  to  discontinue  in-office 
laboratory  testing,  thus  subjecting  their  patients 
to  the  inconvenience  of  traveling  to  a different 
location  for  testing  and  to  the  possibility  of 
increased  costs?  These  questions  remain  to  be 
answered. 

One  thing  seems  certain  to  me;  If  CLIA  is  so 
complicated  and  threatening  that  physicians 
need  to  pay  an  additional  $285  per  year  for  a 
manual  and  newsletter  on  how  to  run  a physician 
laboratory,  it  is  sure  to  contribute  to  the  never- 
ending  escalation  of  medical  care  costs. 


Virginia  U.  Collier,  M.D. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers, 
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has  the  right  answers 


1,2* 


■ Rapid  epigastric  pain  relief 

■ Fast  and  effective  ulcer  healing 


2,3,4 


PASSES  THE  ACID  TEST 


*Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  tor  complete  prescribing  Information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer-tot  up  to  8 weeks  ot  ireaiment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  ISO  mg  h.s.  The  consequences  of  therapy  with  ^(id  for  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  obseiv^,  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H^-receptor  antagonists. 

Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insuftioency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfuncton. 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  fesfs-False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  Interactions-Ho  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam,  lidocame.  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepabc  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3.900  mg)  ot  aspirin  daily,  increased  serum  salicytate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently. 

Caranogenesis.  Mutagenesis.  Impairment  of  Fertility -A  2-year  oral  carcmogeniaty 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromatfin-like  (ECL)  cells  in  the  gastric 
oxyndc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  m male  mice,  although  hyperplasbc  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  tor  the  strain 
of  mice  used.  The  lemale  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ot  mild  liver  injury  (transaminase  elevabons).  The  occurrence  ol 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatoloxic  dose,  with  no  evidence  of  a carcinogenic  effeef  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  lor  Axid. 

Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  ol  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  ot  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus, 

Nursing  Mothers -SMes  in  lactating  women  have  shown  that  0.1%  ot  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  ot 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  (/se-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  F^ften/s-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  ot 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Climcal  tnals  ot  varying  durations  included  almost  5.000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Wepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  Will)  in  SCOT  or  SGPT  and,  in  a single  instance, 
S6PT  was  >2,000  Will.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  ol  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  pabents.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  ol  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular -\r\  clinical  pharmacology  studies,  short  episodes  ot  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  /Vxid  and  in  3 
untreated  subjects. 

CAfS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-C\\h\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely, 

Hematologic-Fa[a\  thrombocytopenia  was  reported  in  a patient  treated  with 
nizaddine  and  another  H^-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

/nfegumeofaZ-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported,  Rare  episodes  of  hypersensitivity 
reacdons  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported, 

Of/rer- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  ol  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 

PV  2091  AMP 
(091190) 
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Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


MEDICAL  SUITE 

FOR  LEASE 

One  of  seven  units  in  a 
well-maintained  quiet  suburban 
Newark  setting  with  ample 
parking. 

2 offices,  2 examining  rooms, 
reception  area,  waiting  room, 
kitch/lab. 


Premium  location  convenient  to 
1-95  and  hospitals. 


Please  call 

302-738-7400 

ALDEN  BUCHER 

ASSOCIATES^  Realtors* 


finding  a reliable  medical  equiptnent 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic  ’ words  of  MASTER  CARE’S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Aide  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


The  Delaware  and  Maryland  Chapters  of  the 
American  College  of  Surgeons  Present 

BOARDWALK  BOARD  REVIEW 

September  14  and  15,  1991 


Course  Director  Gershon  Efron,  M.D.,  F.R.C.S.  j 

Course  Coordinators  DianaDickson-Witmer,  M.D.,F.A.C.S.,  and  FederickW.  Walker,  M.D.,F.A.C.S.  ' 


Faculty 


Gershon  Efron,  M.D.,  F.R.C.S. 

Gerald  Fulda,  M.D. 

Alexander  M.  Guba,  Jr.,  M.D.,  F.A.C.S. 
Dennis  James  Hoelzer,  M.D.,  F.A.C.S. 
Anthony  Imbembo,  M.D.,  F.A.C.S. 
Andrew  Klein,  M.D.,  F.A.C.S. 


Richard  Lennihan,  Jr.,  M.D.,  F.A.C.S. 
Willilam  A.  Scovill,  M.D.,  F.A.C.S. 
John  A.  Singer,  M.D.,  F.A.C.S. 
Frederick  W.  Walker,  M.D.,  F.A.C.S. 
Leslie  Whitney,  M.D.,  F.A.C.S. 

Dennis  R.  Witmer,  M.D.,  F.A.C.S. 


Course  Description  j 

This  review  is  intended  to  assist  the  participant  in  preparing  for  the  American  Board  of  Surgery  Recertification  ’ 
Examination  scheduled  for  October  1991.  It  should  also  be  useful  as  a general  review  for  surgeons  in  practice  I 
and  in  training.  The  format  will  be  based  on  the  American  College  of  Surgeons  Surgical  Education  and  Self-  j 
Assesment  Program  No.  6 (SESAP  VI).  A syllabus  will  be  provided  free  of  charge  to  the  first  50  registrants,  | 
courtesy  of  the  American  College  of  Surgeons.  Additional  syllabi  will  be  available  at  $10  per  copy  at  the  course  j; 
or  prior  to  the  course  upon  written  request.  > 


Credit  i 

This  continuing  medical  education  offering  meets  the  criteria  for  12  credit  hours  in  Category  1 of  the  Physicians  j 
Recognition  Award  of  the  American  Medical  Association.  The  American  College  of  Surgeons  is  accredited  by  the  | 
Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical  education  of  physicians.  ! 

For  More  Information 

Please  contact: 

Dr.  Diana  Dickson-Witmer,  1504  North  Broom  Street,  Wilmington,  DE  19806,  302/429-8991 
Dr.  Frederick  W.  Walker,  2005  Rock  Spring  Road,  Forest  Hill,  MD  21050,  301/836-0909 


Convention:  American  College  of  Surgeons  Convention:  American  College  of  Surgeons 

Hotel  Registration  Form  Meeting  Registration  Form 


Please  complete  and  return  to: 

Sheraton  Ocean  City  Resort  and  Conference  Center 
10100  Ocean  Highway,  Ocean  City  MD  21842 

Include  check  made  payable  to:  Sheraton  Ocean  City  Resort 
for  one  night’s  deposit;  Double  = $100/night 
Check-in  time  on  Friday,  9/13/91,  is  3:00  pm. 

Arrival  Departure  


Please  complete  and  return  to: 

Dr.  Frederick  Walker 

Rock  Spring  II  Professional  Building 

2005  Rock  Spring  Road,  Forest  Hill,  MD  21050 

Include  check  made  payable  to;  Boardwalk  Board  Review 
Attendings:  $250  Residents:  $150 


Print  or  Type: 

Print  or  Type: 

Name 

Name 

Address 

Address 

City 

State 

ZIP 

City 

State  ZIP 

Visa/MC/AE 

Credit  Card  Number 

Telephone 

Specialty 

Telephone 

Regisstration  deadline:  August  13,  1991. 

72  hours  required  for  cancellation  or  change. 


Registration  deadline:  August  15,  1991. 

Full  refund  upon  written  cancellation  received 
by  August  1. 


LETTERS  TO  THE  EDITOR 


School  Health  Awareness  Delaware 


My  school  health  talks  started  with  the 
1989-1990  school  year,  with  the  help  of  Dr.  Robert 
Frelick,  Medical  Director  of  Chronic  Diseases  of 
Delaware  Division  of  Public  Health,  who  secured 
for  me  a commission  to  do  this  work  as  a 
volunteer  for  the  Division  of  Public  Health.  The 
talks  got  a late  start,  because  the  mechanisms  of 
approval  of  the  Delaware  school  system  for  a new 
project  moved  very  slowly.  By  the  end  of  that 
school  year,  I had  given  80  talks,  most  of  them  to 
classroom-size  groups.  Originally,  I suggested 
nine  subjects  and  invited  the  teachers  to  suggest 
others.  To  date,  the  list  now  has  20  subjects: 

1.  Smoking 

2.  Alcoholism 

3.  Drug  Abuse 

4.  Sexual  Problems 

5.  Sexually  Transmitted  Diseases 

6.  AIDS 

7.  Teenage  Pregnancy 

8.  Stress 

9.  Teenage  Suicide 

10.  Fetal  Alcohol  Syndrome 

11.  Testicular  Cancer 

12.  Breast  Self-Examination 

13.  Health  Problems  of  Minorities 

14.  Eating  Disorders:  Anorexia  Nervosa, 
Bulimia,  Obesity 

15.  Steroids 

16.  Cholesterol  and  Diet 

17.  The  Aging  Process 

18.  Nutrition 

19.  Sexual  Abuse 

20.  Date  Rape 
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I proposed  originally  that  I would  give  these 
talks  to  classes  9 through  12,  the  senior  school 
classes.  But  early  on,  the  teachers  told  me  they 
were  needed  urgently  in  the  earlier  grades,  and 
I subsequently  learned  by  the  questions  the 
students  asked  me  in  the  younger  grades  that  the 
teachers  are  correct.  Currently  I give  the  talks  in 
classes  of  grades  5 through  12. 

The  classroom  presentation  is  as  follows: 

1.  Presentation  of  a videotape  on  the  subject, 
stopped  after  10  or  15  minutes. 

2.  I talk  informally  on  the  subject  for  10  or  15 
minutes,  inviting  interruptions  for  questions 
or  comments. 

3.  I answer  questions  until  the  end  of  the  class 
period. 

4.  I invite  any  student  who  has  a problem  he  or 
she  wishes  to  discuss  with  me  to  phone  me  at 
my  home.  Originally  I had  suggested  that  the 
student  arrange  this  through  the  teacher,  but 
it  soon  became  apparent  that  this  would  not 
work. 

During  the  past  school  year  (1990-1991),  I have 
given  234  talks,  as  contrasted  to  the  80  of  the 
previous  school  year.  I think  this  project  fulfills 
a definite  need.  Certainly  I find  it  personally 
rewarding.  The  students  are  for  the  most  part 
alert,  articulate,  and  eager  to  participate. 
Usually  questions  keep  coming  until  the  sound 
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of  the  end-of-class  bell.  The  interchange  with  the 
students  is  a joy. 

Now  there  is  a need  to  institutionalize  this 
program  to  ensure  that  it  will  continue,  and  to 
expand  it.  I have  attempted  to  cover  the  New 
Castle  County  public  schools,  but  only  four  of  the 
six  New  Castle  County  school  districts  have  been 
cooperating.  The  aim  should  be  to  enlist  more 
physicians  and  expand  the  program  to  all 
Delaware  schools. 

The  Medical  Society  of  Delaware  is  now  aiming 
to  do  just  this,  under  the  leadership  of  Mark  A. 
Meister,  Executive  Director,  and  Laurel  A. 
Haring,  Director  of  Professional  Education  and 
Community  Affairs,  with  a physician  committee 
consisting  of  Robert  W.  Frelick,  M.D.,  Allston  J. 
Morris,  M.D.,  Diana  Dickson-Witmer,  M.D.,  John 
M.  Levinson,  M.D.,  and  David  Platt,  M.D. 

Support  for  this  program  --  called  “School 
Health  Awareness  Delaweire”  --  is  promised  from 
the  office  of  our  governor  and  from  the  Division 
of  Public  Health  and  Department  of  Public 
Education.  Every  school  district  in  all  three 
counties  has  been  asked  to  appoint  a coordinator 
for  these  talks,  and  most  have  already  done  so. 
Hopefully,  the  1991-1992  school  year  will  see  this 
program  operating  throughout  the  state; 
hopefully,  as  an  official  function  of  the  Medical 
Society  of  Delaware,  it  will  continue  year  after 
year. 

The  Society  is  now  seeking  physicians,  in- 
cluding occupational  or  retired  physicians, 
throughout  the  state  to  join  this  project.  If  you 
want  to  volunteer,  please  contact  Laurel  Haring 
at  the  Medical  Society  of  Delaware  office. 

David  Platt,  M.D. 

Homeless,  Helpless,  Hopeless 

Last  year  the  United  Way  commissioned  a 
research  study  to  help  it  identify  and  human 
service  issues  that  we  are  facing  in  the  1990s. 
Insight  Delaware:  A foundation  for  Action  confirm- 
ed that,  in  the  medical  arena,  access  to  medical 
care,  adequate  health  insusrance,  and  availability 
of  primary  care  providers  are  all  serious  problems 
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Delawareans  face  right  now.  In  the  next  few  years, 
these  issues  could  reach  crisis  proportions. 

The  Medical  Society  is  already  meeting  these 
challenges  head  on  with  such  initiatives  as  Health 
Access  Delaware  and  the  Claymont  Community 
Center.  And,  of  coui^  we  as  individuals  donate  our 
time,  expertise  and  money  to  worthwhile, 
charitable  causes,  in  both  our  personal  and  profes-  j| 
sional  lives.  However,  it  is  essential  that  we  extend  | 
ourselves  further  by  making  a financial  contribu-  I 
tion  to  the  1991  Physicians’  United  Way  | 
Campaign.  I 

if 

It  s difficult  to  keep  someone  alive  and  healthy  = 
when  he  has  nothing  to  eat  or  when  he  has  nowhere 
to  call  home.  Dr.  Dimcan  was  correct  when  he 
observed  that  food,  shelter  and  safety  come  before  ! 
health  care  on  most  people’s  list  of  priorities.  The  i 
United  Way  helps  to  provide  these  services;  £md  the  ! 
United  Way  believes  in  the  proverb,  “Give  me  a fish  j 
and  I will  eat  for  a day.  Ifeach  me  to  fish  and  I will  J 
eat  for  a lifetime”  Our  contributions  to  the  United 
Way  give  our  fellow  Delawareans  — our  neighbors 
— a hand  up  so  that  they  can  stand  on  their  own, 
be  proud  of  who  they  are,  and  move  forward  to  bet- 
ter lives. 

The  United  Way  knows  that  our  community’s 
needs  won’t  be  solved  by  throwing  money  at  the 
homeless,  helpless  and  hopeless.  Effective  solutions 
require  long-term  strategies  to  help  break  the  cy- 
cle of  chronic  indigence  The  United  Way  is  stepp- 
ing up  to  this  challenge.  With  our  help,  the  United 
Way  can  better  respond  to  the  needs  of  our 
community. 

This  year’s  campaign  will  begin  in  early 
September,  and  I will  be  asking  you  to  join  me  in 
supporting  the  United  Way  to  help  made  a dif- 
ference in  the  lives  of  our  patients,  fnends, 
neighbors,  strangers  ...  and  ourselves. 

Stephen  R.  Permut,  M.D, 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423>USAF 
TOLL  FREE 
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Living  in  harmony  with  nature! 

Rustic  country  settings  provide  elegance  with 
quaint  courtyards,  natural  exteriors  and  custom 
millwork 

Built  by  Stitz  & Associates,  Inc. 

Priced  from  the  $500,00's 

Open:  Tuesday  thru  Saturday  1-4:30; 

Sunday  11-4 

Dir:  RL  1 to  82  north,  on  the  left  between  Kennett  Country 
Club  and  926. 

(302)  239-2343 


An  exclusive  community  of  six  wooded  homesites 
Indescribably  beautiful! 

Presented  by  Volpe  Builders,  Inc. 

A B&B  Company  Development 

(302)  571-8855 

y^umace  Creel^^ 


Custom  built  homes  from  $600,000  on  2+  acres 
on  rolling  countryside  off  Snuff  Mill  Road 

Lots  from  $165,000 

Open  by  appointment 

(302)  571-8855 


PENTLAND 

CENTREVILLE  DELAWARE 


Greenville's  best  kept  secret. . . 
adjacent  to  Hagley  Museum 


^GARY^ 


SCOTT 

REALTORS*  > 


Our  new  communities  feel  like  home  . . . one  is  sure 
to  fit  your  style. 


B.  Gary  Scott  Builders  Marketing... 

Representing  many  of  the  area's  finest  builders 
and  developers. 


r B.  CARY  ^ 

SCOTT 


REALTORS* 


‘T^e.  QarcCens  of 

Tenny  Lam 


20  semi-custom  homes  in  the  heart 
of  Brandywine  Hundred 

Built  by  Sterling  Builders 

Priced  from  $285,900 

Open  Sunday  14  p.m. 

Dir  Off  Wilson  Rd.  between  Shipley  and  Marsh  Roads. 
(302)  475-2240 


Enjoy  stunning  vistas  & protected  woodlands 
while  visiting  the  new  “Normandy”  model  & 
other  executive  homes 

Priced  from  $282,900 

Open  Saturday  & Sunday  124  p.m. 
or  by  appointment 

Dir;  N on  RL  52;  L on  Old  Kennett  Pike;  L on  Hillendale 
Rd.;  L on  Chandler  Mill  Rd.;  or  Rt.  7 into  PA;  L on  Buck 
Toe  Rd.;  R on  Chandler  Mill  Rd. 

(215)  444-1701  or  (302)  475-2240 


FALCON'S 

LAIR 


EECH  HILL 


A community  of  semi-custom  homes  priced  from 
$210,900.  Custom  features  include  ^and  2 story 
foyer,  luxurious  master  bedroom  suites  and 
gourmet  kitchen 

Open  Saturay  & Sunday  12-5 
Monday  thru  Friday  12-4 

Dir:  N on  RL  7 from  RL  2;  4 miles  to  left  on  Rt.  72;  1 mile  to 
right  on  North  Star  Rd. 

(302)  999-9999  or  (302)  239-3886 
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1.  SPIN€-R€inT€P  PROBL€MS 

N€CK  & BRCK  PRIN 
T.MJ.  • H€RDRCH€S 
UJORK  HRRDCNING 
BRCK  SCHOOL 

2.  SPORTS  M€PICIN€ 

CVBCXTCSTING 
CVB€X€X€RCIS€  €QUIP. 

FITNCSS  CVRLS. 

3.  RRTHRITIS  RCIRTCP  PIS€RS€S 

HIP,  KN€€  & FOOT 
SHOULDCR  • €LBOlU 

4.  SUJIMTHCRRPV 


RPPROVCP  BV 

• BC/BS 

• CHRVSL6R 

• G.M. 

• CIGNR 

• TOTRL  HCRLTH  + 

• PRINCIPRL  HCRLTH  CRR€ 

• SPCCTRRCRRC 

• USHCRLTHCRRC 

• UJORKCRSCOMP 

• UJORK  R€LRT€D  RCCIDCNTS 

• MOTOR  V€HICL€  RCCIDCNTS 


M€DICRR€  C€RTIFI€D 


"3"  MOD€RN  LOCnriONS  TO  S€RV€  VOU 


1 900  Neujport  Gap  Pike 
UJilmington 
99<M800 


Kelujoy  Picizo 
314  €.  Main  Street 
Neuiork 
737-9465 


635  Churchman's  Rood 
Christiano/NeujQrk 
737-9469 


OBITUARIES 


Karl  Russell,  AA.D. 


Dr.  Karl  S.  Russell,  anesthesiologist,  died  on 
May  20, 1991,  at  the  Christiana  Hospital  of  the 
Medical  Center  of  Delaware  at  the  age  of  78.  His 
illness  was  diagnosed  about  two  years  ago  as  a 
myelodysplasia  of  unknown  etiology  and  for 
which  he  had  been  treated  with  frequent  blood 
transfusions.  He  succumbed  to  a disseminated 
and  fulminating  fungal  infection  described  as  a 
mucormycosis  which  did  not  respond  to  treat- 
ment. He  is  survived  by  his  wife  of  50  years, 
Virginia,  a niece  and  two  nephews. 

Dr.  Russell  was  born  July  21, 1912,  in  Highland 
Park,  Mich.,  and  at  an  early  age  moved  to 
Collingswood,  N.J.,  where  he  attended  public 
schools,  graduating  from  Collingswood  High 
School.  From  there,  he  went  to  Potomac  State 
College  in  Keyser,  W.  Va.,  as  a premedical 
student.  He  entered  Hahnemann  Medical  School 
in  1933,  graduating  with  an  M.D.  degree  in  1937. 
He  interned  in  Reading,  Pa.,  for  a year  and  then 
went  to  Huron  Road  Hospital  in  Cleveland,  Ohio, 
as  a resident  in  anesthesiology  under  one  of  the 
founders  of  anesthesiology  as  a specialty. 
Dr.  Roland  Whitacre.  After  two  years  of  residency, 
he  returned  to  New  Jersey  and  began  the  practice 
of  his  specialty  at  the  West  Jersey  Hospital  in 
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Camden,  N.J.,  where  he  served  as  chief  of 
anesthesiology  until  1942. 1942  was  an  eventful 
year  because  it  was  then  that  he  became  Board 
Certified  by  the  American  Board  of 
Anesthesiology  (No.  176)  and  also  when  he 
entered  the  army  and  served  until  1946  in  the 
China-Burma-India  Theater  (CBI),  rising  to  the 
rank  of  Major  at  the  time  of  his  discharge.  He 
returned  to  West  Jersey  Hospital  until  1949  as 
chief  of  anesthesiology.  In  a dispute  with  this 
hospital  over  financial  billing  matters  (salary 
versus  independent  billing  rights).  Dr.  Russell 
left  New  Jersey  and  came  to  the  Wilmington 
General  Hospital  as  chief  of  anesthesiology.  He 
established  the  department  on  the  financial  base 
that  he  and  his  department  would  do  their  own 
billing  for  services  rendered  to  patients  just  as 
other  specialists  and  consultants  were  doing, 
instead  of  accepting  a salary  from  the  hospital  as 
an  employee.  This  was  the  position  also  of  the 
American  College  of  Anesthesiology  and,  having 
achieved  this  arrangement  by  negotiation  with 
the  hospital.  Dr.  Russell  proceeded  to  develop  a 
first-rate  department  staffed  largely  by  board 
certified  anesthesiologists.  As  growth  continued, 
several  nurse  anesthetists  were  added  as  well. 
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R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

V Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 


Locally,  Dr.  Russell  presided  over  a part  of  the 
great  change  that  was  also  occurring  nationwide 
in  this  field.  What  a difference  from  the  days 
when  I was  an  intern  at  the  General,  1938-39, 
when  there  were  just  two  trained  nurse 
anesthetists  at  the  hospital  and  I was  in  my 
second  year  of  internship  and  was  persuaded  to 
give  open-drop  ether  for  major  surgical  cases.  The 
change  post-WWII  was  magical  and,  for  the 
surgeon,  the  beginning  of  a new  era.  The  trained 
physician  at  the  head  of  the  table  freed  the 
surgeon  from  dividing  his  attention  and  respon- 
sibilities between  his  surgical  task  and  that  of 
supervising  the  nurse  anesthetist.  Instead,  there 
was  an  expert  physician  who  could  be  relied  on 
to  manage  the  physiology  of  the  patient  undergo- 
ing the  surgery  in  every  way:  from  cardio- 
pulmonary concerns  to  muscle  relaxation  and 
hemodynamics. 

After  24  years  as  director  of  anesthesia  at  the 
Wilmington  General  Hospital,  Dr.  Russell  retired 
with  the  rank  of  Consultant  and  was  named  a 
member  of  the  Emeritus  Staff  in  1990.  During 
the  number  of  years  of  his  association  with  the 
Wilmington  General,  he  served  on  a number  of 
staff  committees  and  was  President  of  the  Wilm- 
ington general  Medical/Dental  Staff  for  a term. 
He  was  also  a member  of  the  Delaware  Society  of 
Anesthesiologists,  the  American  Society  of 
Anesthesiologists,  the  AMA  and  the  Medical 
Society  of  Delaware. 

Dr.  Russell  was  noteworthy  for  several  things. 
One  in  particular  was  his  intense  devotion  to  his 
hobby  of  gardening,  which  led  to  the  development 
of  a beautiful  garden  at  his  home,  where  he 
devoted  much  time  and  intelligent  planning  to 
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make  it  a feature  of  local  garden  tours.  He  con- 
tinued working  at  this  almost  to  the  time  of  his 
death.  Also,  after  his  retirement  and  upon  the 
consolidation  of  the  anesthesia  department  with 
the  opening  of  the  Christiana  Hospital  and  the 
demolition  of  the  General  and  Memorial  Divi- 
sions of  the  Medical  Center,  the  library  of  the 
Anesthesia  department  was  named  in  honor  of 
Karl  and  his  wife,  Virginia.  To  this  library  they 
both  made  generous  contributions,  which 
permitted  the  purchase  of  reference  books  and 
journals.  It  is  a fitting  memorial. 

In  addition  to  Dr.  Russell’s  activities  in  Wilm- 
ington, he  also  served  as  anesthesia  consultant 
to  the  military  at  Fort  Dix  and  Coatsville 
hospitals.  Furthermore,  he  made  himself  and  his 
department  available  to  help  out  in  emergencies 
at  the  St.  Francis,  Salem  and  A.  I.  duPont 
hospitals. 

In  general,  what  Dr.  Russell  brought  to  the 
operating  room  and  to  surgery  was  the 
experience  of  WWII  and  the  technology  of  a 
rapidly  growing  specialty  which  permitted  the 
surgeon  to  expand  his  frontiers  in  ways  hitherto 
not  feasible.  At  the  same  time,  there  were 
developed  higher  standards  for  the  surgeon  to 
achieve  and  better  standards  for  administration 
of  anesthesia  which  combined  to  give  the  patient 
a better  result  when  surgery  was  carried  out.  The 
two  physicians  in  the  operating  room  combined 
to  give  the  patient  the  best  chance  of  achieving 
a successful  outcome  from  the  surgery,  a conse- 
quence of  their  growing  skills,  expertise  and 
cooperation. 

Norman  L.  Cannon,  M.D. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
tion to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166.  Infor- 
mation must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  302/654-1001.  The 
anonymity  of  the  caller  is  assured. 

GRATEFUL  MED 
TRAINING  OFFERED 

The  Lewis  B.  Flinn  Library  of  the  Delaware  Academy  of  Medicine  is  offer- 
ing training  for  Grateful  Med,  a user-friendly  software  package  for  searching 
the  medical  journal  literature.  Grateful  Med  searches  Medline,  the  premier 
database  providing  bibliographic  access  to  medical  literature  from  1966  to 
present.  Thirty-nine  other  databases  are  also  available.  Individuals  may  pur- 
chase Grateful  Med  software  from  the  National  Technical  Information  Ser- 
vice for  $29.95  or  from  the  Delaware  Academy  of  Medicine  at  a discount  rate 
of  $24.  Training  sessions  are  one  hour  with  addition  time  for  hands-on  prac- 
tice. The  Delaware  Academy  of  Medicine  training  fee  is  $25;  for  Academy 
members,  $15.  For  information,  call  302/656-6398  or  656-1629. 

NINA  STEG,  M.D., 
RETIRES 

Dr.  Steg,  Associate  Director  of  the  Division  of  Rehabilitation,  retired  from 
the  Alfred  I.  duPont  Institute  Children’s  Hospital,  Wilmington,  Delaware, 
after  18  years  of  service. 

Dr.  Steg  was  born  in  Vienna,  Austria,  and  eventually  settled  in  New  York 
City.  Dr.  Steg  earned  her  undergraduate  degree  with  honors  from  Indiana 
University  in  Bloomington,  and  her  M.D.  with  honors  from  Washington 
University  School  of  Medicine  in  St.  Louis.  She  joined  t’ne  Institute  in  1973 
as  the  Chief  of  Pediatrics  when  the  hospital  was  dedicated  to  pediatric  or- 
thopedics. She  was  the  first  female  physician  and  the  first  full-time 
pediatrician. 

In  1974,  Dr.  Steg  was  named  Chief  of  the  Spinal  Dysfunction  Clinic,  part 
of  the  Pennsylvania  State  Spina  Bifida  Program.  In  1985,  when  the  Institute 
diversified  into  a full-service  children’s  hospital.  Dr.  Steg  accepted  the  posi- 
tion of  Associate  Director  of  the  Division  of  Rehabilitation.  She  is  a Fellow 
of  the  American  Academy  of  Pediatrics,  Adolescent  Medicine  and  Nephrology 
Sections,  and  is  a member  of  the  American  Society  of  Pediatric  Nephrology, 
the  American  Medical  Association,  the  American  Spinal  Injury  Association 
and  the  International  Pediatric  Nephrology  Association.  She  is  a consultant 
in  Pediatrics/Nephrology  at  the  Medical  Center  of  Delaware  and  St.  Fran- 
cis Hospital,  Wilmington. 

Dr.  Steg  resides  in  Unionville,  Pa.,  with  her  husband,  Joseph  Steg,  a 
psychiatrist  with  a private  practice  in  Wilmington.  The  couple  have  three 
grown  children.  The  Stegs  plan  to  retire  simultaneously  and  pursue  their 
mutual  hobby  of  sailing. 
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CALENDAR  OF  EVENTS  ...  IN  BRIEF 

The  Treatment  of  Panic  Disorder.  Call  301/468-MEET  or  fax  301/770-5164. 

1991  AAFP  Annual  Assembly;  Washington,  D.C.  Call  800/926-6890.  j 

Comprehensive  Update  on  the  Theory  and  Practice  of  Gastroenterology  and  1 1 
Hepatology;  Philadelphia,  Pennsylvania.  Call  609/848-1000.  i 

The  Worker  in  the  Work  Place;  Rehabilitating  Musculoskeletal  Injuries.  Call  | 
Marc  I.  White  at  604/684-4148  or  fax  604/684-6247.  j 

Board  Review  Course  in  Cardiovascular  Disease;  Philadelphia,  Penn- 
sylvania. Call  Bernard  L.  Segal,  M.D.  at  215/662-9084. 

Preventing  Complications  Associated  with  Supracondylar  Fractures;  Wilm- 
ington, Delaware.  Call  302/651-6752. 

I 

“Geriatrics:  Dilemmas  and  Solutions”;  Mesa,  Arizona.  Call  602/974-4212 
between  8:00  a.m.  and  11:00  a.m.  MST. 

I 

American  Paid  Society  10th  Annual  Scientific  Meeting;  New  Orleans,  Loui-  : 
siana.  Call  Mono  Kronon  at  708/966-5595,  or  fax  708/966-9418.  j 

I 

‘ ‘Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Your  Future  | 
Today”;  (location  varies).  Call  Jill  Rubiner  at  312/464-2461.  i 

AMA  workshops  for  young  physicians,  established  physicians  and  medical 
office  staff;  locations  around  the  country.  Call  800/366-6968. 
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GRAND  ROUNDS 


Diagnosis  and  Management  of  Sleep  Disorders 


John  B.  Townsend  III,  M.D. 


The  study  of  sleep  disorders  has  advanced 
rapidly  over  the  past  30  years.  Beginning  with 
the  description  in  the  1950s  of  rapid  eye  move- 
ments (REM)  as  a separate  sleep  stage,  there 
has  been  a significant  increase  in  our  apprecia- 
tion of  the  intricacies  of  the  sleep  waking  cycle. 
As  our  understanding  of  sleep  disorders  has 
grown,  so  has  our  sophistication  in  treating  the 
many  varieties  of  sleep  problems. 

A consensus  conference  on  sleep  disorders 
at  the  National  Institute  of  Mental  Health 
(NIMH)  in  1985  reported  that  35  percent  of  a 
nationally  representative  sample  of  patients 
complained  of  having  had  difficulty  sleeping 
over  the  past  year;  half  of  this  group  described 
it  as  a “serious  problem.”^  Thus,  approximately 
50  million  Americans  may  have  sleep  distur- 
bances of  some  sort.  Ten  million  patients  discuss 
these  with  a physician  each  year,  and  five  mil- 
lion will  require  a medication  for  sleep. 

The  Association  of  Sleep  Disorders  has  cat- 
egorized the  various  sleep  disorders  into  disor- 
ders of  initiating  and  maintaining  sleep  (DIMS), 

Dr.  Townsend  is  a member  of  the  Division  of  Neurology, 
Department  of  Medicine,  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medi- 
cine, Medical  Center  of  Delaware,  March  21,  1991. 
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disorders  of  excessive  somnolence  (DOES),  dis- 
orders of  sleep  wake  schedule,  and  the 
parasomnias,  dysfunctions  associated  with  sleep, 
sleep  stages,  or  partial  arousals.^  Within  each 
category  there  are  a wide  range  of  diagnoses 
related  to  both  medical  and  psychological  ill- 
nesses. DIMS  and  DOES  are  the  most  common 
classes  of  sleep  disorders  that  bring  a patient  to 
a physician’s  attention.  Because  of  the  concern 
for  systemic  complications  related  to  the  sleep 
apnea  syndrome,  patients  with  DOES  are  most 
frequently  referred  for  a sleep  evaluation.  A 
recent  survey  of  sleep  lab  demographics  re- 
vealed that  hypersomnia  is  the  most  common 
diagnostic  category  (51  percent),  followed  by 
insomnia  (31  percent),  amd  parasomnia  (15 
percent).® 

Sleep  is  a state  of  altered  consciousness. 
Many  normal  waking  and  sleeping  behaviors 
are  regulated  by  the  reticular  activating  system 
(RAS),  a group  of  loosely  associated  brainstem 
nuclei.  The  RAS  integrates  sensory  input  from 
both  the  external  and  internal  environment  to 
produce  an  activating  efferent  input  to  the  cor- 
tex. Sleep  is  facilitated  by  a decrease  in  external 
environmental  stimuli,  such  as  light  or  noise, 
and  by  an  active  inhibition  of  the  reticular 
activating  system  by  so-called  sleep-inducing 
neurons.  Serotonergic  neurons  of  the  raphe  are 
thought  to  play  an  important  role  in  dampening 

525 


Grand  Rounds  - Townsend 


sensory  input  and  inhibiting  motor  output  at 
sleep  onset.  Sleep-inducing  neurons  are  concen- 
trated in  the  lower  brainstem  reticular  forma- 
tion, the  nucleus  solitarius,  rostral  hypothala- 
mus, preoptic  arc,  and  the  basal  forebrain.  A 
variety  of  neurotransmitters  have  been  impli- 
cated in  the  sleep  process,  including  gamma 
amino  butyric  acid  (GABA),  and  neuropeptides 
such  as  opiates,  somatostatin,  vasoactive  intes- 
tinal peptide,  and  adenosine. 

Prior  to  the  development  of  the  sophisti- 
cated techniques  necessary  for  elucidating  this 
neurochemistry,  sleep  was  described  strictly  on 
the  basis  of  behavioral  changes  during  the  night. 
Macnish'*  suggested  that  there  were  two  forms 
of  sleep:  complete  sleep,  with  total  suppression 
of  movement,  sensation,  and  all  mental  activity; 
and  incomplete  sleep,  with  retention  of  some 
mental  activity,  as  in  dreaming.  This  two-stage 
sleep  model  was  radically  altered  when  Bremer® 
demonstrated  changes  in  electroencephalogram 
(EEG)  electrical  activity  during  sleep.  Loomis® 
et  al  described  five  separate  sleep  patterns  on 
EEG,  and  in  1953  Aserinsky  and  Kleitman'^ 
reported  that  there  were  rapid  periodic  eye 
movements  (REM)  during  sleep  which  were 
different  from  the  slow,  rolling  eye  movements 
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that  accompany  sleep  onset  and  served  as  the 
basis  for  separating  sleep  into  REM  and  non- 
REM.  This  nomenclature  continues  to  be  used 
for  describing  sleep. 

There  are  many  changes  in  respiratory, 
cardiac,  endocrine,  and  cortical  function  that 
occur  normally  throughout  the  night  which, 
when  altered,  produce  a dysfunctional  sleep 
state.  Polysomnography  provides  a means  of 
quantitating  both  the  various  sleep  stages  and  a 
variety  of  physiological  functions  occurring  dur- 
ing sleep.  Polysomnographic  evaluation  utilizes 
EEG,  electrooculogram  (EOG),  and  electromyo- 
gram (EMG)  to  categorize  the  various  sleep 
stages.  Stages  1 through  4 are  considered  non- 
REM,  or  slow-wave,  sleep  and  are  characterized 
by  a progressive  slowing  of  the  EEG  activity, 
increase  in  amplitude  and  synchrony  of  EEG 
slow  waves,  with  slow,  rolling  eye  movements  in 
stage  1,  followed  by  no  eye  movements  in  stages 
2 through  4.  REM  sleep  is  characterized 
electrographically  by  rapid  bursts  of  eye  move- 
ment associated  with  a low-voltage,  disorga- 
nized EEG  and  suppression  of  muscle  tone.  The 
first  period  of  REM  sleep  usually  occurs  be- 
tween 70  and  100  minutes  after  sleep  onset.  As 
is  evident  from  the  sleep  histogram  in  Figure  1, 
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Non  REM 

Stages  1 and  2 

Stages  3 and  4 

REM 

Heart  rate 

Decreased 

Decreased 

Fluctuates 

Blood  pressure 

Slightly 

Further 

Fluctuates 

decreased 

decreased 

Cardiac  output 

Decreased 

Decreased 

Variable 

Breathing 

Periodic 

pattern 

breathing 

Regular 

Irregular 

Alveolar 

Fluctuation  with 

Slightly 

ventilation 

periodic  breathing 

decreased 

Fluctuates 

Apnea 

Often  present  with 

Absent 

Frequent 

periodic  breathing 

Upper  airway 

Increased 

Increased 

Further 

resistance 

increased 

Ventilatory 

Decreased 

Decreased 

Markedly 

response  to 
hypercapnia 

decreased 

Ventilatory 

Decreased 

Decreased 

Markedly 

response  to 
hypoxia 

decreased 

Table  1.  Hemodynamic  and  ventilatory  changes  in  normal  sleep.  Fairbanks  DN,  Fujita  S, 
Ikematsu  T,  et  al.  Snoring  and  obstructive  sleep  aonea.  New  York,  Raven  Press,  1989,  p.  40. 
Reprinted  with  permission. 


there  is  a cycling  of  sleep  throughout  the  night 
with  more  slow-wave  sleep  in  the  first  third  of 
the  evening  and  longer  REM  periods  in  the  last 
third  of  the  night.  In  a normal  evening  of  sleep 
lasting  six  to  eight  hours  in  a young  adult, 
wakefulness  accounts  for  5 percent  of  an  evening, 
stage  1 from  2 to  5 percent,  stage  2 from  45  to  55 
percent,  stage  3 from  3 to  8 percent,  stage  4 from 
10  to  15  percent,  and  REM  from  20  to  25  per- 
cent.® 

Distinct  changes  in  respiratory  function 
occur  in  both  REM  and  non-REM  sleep.  Sleep 
onset  is  characterized  by  periodic  breathing, 
defined  as  oscillations  in  breathing  amplitude 
with  regular  decreases  and  increases.  There 
may  be  associated  apnea  between  periods  of 
high-amplitude  and  low-amplitude  breathing 
similar  to  those  seen  in  Cheyne-Stokes  respira- 
tions. Apnea  in  this  context  is  defined  as  any 
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cessation  of  respiration  lasting  more  than  10 
seconds.  This  periodic  pattern  usually  lasts  from 
10  to  20  minutes  and  disappears  with  the  onset 
of  stable  stage  2 sleep.  During  deeper  stages  of 
non-REM  sleep,  respirations  are  regular  in  both 
amplitude  and  frequency.  There  is  a 15  to  18 
percent  declinein  tidal  volume  duringthis  phase. 
During  REM  sleep,  breathing  again  becomes 
irregular,  with  sudden  changes  in  both  ampli- 
tude and  frequency,  at  times  interrupted  by 
central  apneas  lasting  10  to  30  seconds.  The 
breathing  irregularities  are  not  random,  but 
tend  to  occur  with  bursts  of  REM.®  Table  1 
summarizes  both  the  changes  in  breathing  pat- 
tern during  sleep  and  the  responses  to  metabolic 
stimuli.  The  responses  to  hypercapnia  and  hy- 
poxia are  both  decreased  during  the  phasic 
portion  of  REM  sleep,  which  is  relatively  inde- 
pendent of  the  normal  metabolic  controllers  of 
respiration. 
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1.  Sleep  as  much  as  you  feel  you  need  for  refreshment,  but  not  too  much.  If  awake,  get  out  of  bed. 

An  excess  of  bed  time,  rather  than  sleep  time,  may  be  related  to  shallow  fragmented  sleep. 

2.  Keep  to  regular  sleep  and  arousal  times.  This  may  strengthen  circadian  rhythms.  . 

3.  Regular  morning  or  afternoon  exercise,  not  too  near  sleep  time,  may  deepen  sleep. 

4.  Try  to  avoid  excessive  sudden  noise.  If  necessary,  use  earplugs. 

5.  Very  warm  (but  not  cold)  rooms  will  interfere  with  sleep. 

6.  Hunger  may  prevent  sleep.  Have  regular  evening  food  and  a bedtime  milk  drink.  ! 

7.  Caffeine  in  the  evening  disturbs  sleep  even  in  people  who  think  it  does  not. 

8.  Alcohol  is  much  more  disruptive  than  caffeine.  It  may  improve  sleep  onset,  but  later  causes 

sleep  fragmentation.  i 

9.  Occasional,  but  not  regular,  sleeping  pills  may  help  some  insomniacs. 

10.  During  a poor  night,  rather  than  trying  harder  and  harder  to  fall  asleep  by  counting  sheep,  get 
out  of  bed,  switch  on  the  light  and  read,  write  or  eat  until  tired.  ' 


Table  2.  Sleep  hygiene  rules.  Parkes  JD.  Sleep  and  its  disorders.  Philadelphia,  W.  B.  Saunders, 
1985,  p.  258.  Reprinted  with  permission. 


INSOMNIA 

As  noted  earlier,  over  50  million  Americans 
complain  of  poor  sleep;  many  describe  them- 
selves as  insomniacs.  Insomnia  is  not  a disease 
but  a symptom,  the  patient’s  perception  that 
sleep  is  either  inadequate  or  abnormal.  It  may 
be  manifested  by  difficulty  initiating  sleep  or 
difficulty  maintaining  sleep.  In  the  psychiatric 
population  alone  the  incidence  of  sleep  distur- 
bance ranges  from  75  percent  during  acute 
illness  to  33  percent  during  the  18-month  treat- 
ment and  follow-up  period. “ As  insomnia  may 
be  seen  in  a wide  variety  of  medical  and  psychi- 
atric illnesses,  the  complaints  of  being  unable  to 
attain  or  maintain  sleep  or  early  morning  awak- 
ening should  alert  the  physician  to  conduct  a 
more  extensive  search  through  history  and 
physical  examination  for  possible  causes.  Most 
patients  with  insomnia  complain  of  a variety  of 
ancillary  symptoms  related  to  real  or  perceived 
lack  of  sleep.  These  include  fatigue,  sleepiness, 
impaired  daytime  function,  depression,  anxi- 
ety, and  mood  change.  One  must  distinguish 
between  situational  insomnia,  such  as  anxiety 
regarding  a major  life  issue  or  change,  and 
inability  to  sleep  secondary  to  either  to  a mental 
or  organic  disorder.  Primary  insomnia  may  be 
quite  difficult  to  differentiate  from  insomnia 
related  to  psychiatric  illness. 
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Polysomnographic  data  quantifies  the 
amount  of  sleep  during  a night,  continuity  of 
sleep,  abnormal  events  during  sleep,  and  physi- 
ologic correlates  of  sleep.  In  insomniacs  this  test 
often  demonstrates  a poor  correlation  between 
actual  sleep  and  the  patient’s  estimate  of  sleep. 
Polysomnography  can  exclude  a variey  of  treat- 
able disorders  that  may  disrupt  the  insomniac’s 
sleep,  such  as  restless  legs,  central  apneas, 
obstructive  apnea,  and  periodic  leg  movements. 
It  also  provides  the  physician  with  a foundation 
of  data  which  can  be  used  in  discussion  with  the 
patient  and  in  the  design  of  a rational  treatment 
plan. 

Patients  with  relatively  normal  sleep  on 
polysomnographic  evaluation  may  benefit  from 
behavioral  modification  to  attain  more  restor- 
ative sleep.  One  must  consider  the  patient’s 
current  sleep  habits  and  try  to  modify  those 
which  are  counterproductive  to  a “good  night’s 
sleep.”  Table  2 lists  the  basic  rules  of  sleep 
hygiene.  Many  of  these  are  based  on  readjusting 
the  patient’s  Circadian  cycle  so  that  it  matches 
the  light/dark  cycle  during  the  day  and  on 
avoiding  those  environmental  factors  that  may 
disturb  sleep.  This  entails  avoiding  daytime 
naps,  choosing  a consistent  time  for  going  to 
bed,  and  waking  up  at  a regular  time  each 
morning.  For  example,  patients  who  complain 
of  “not  being  sleepy  when  they  go  to  bed”  are 
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urged  to  stay  awake  until  they  are  drowsy  so 
that  sleep  can  be  rapidly  achieved.  Chronic 
sleep  onset  insomniacs  often  state  that  they  get 
better  sleep  in  a strange  bed  because  they  have 
come  to  associate  wakefulness  with  their  own 
bed.  Pre-sleep  rituals  are  also  important  cues  to 
the  brain  that  sleep  is  approaching  and  should 
be  encouraged.  Patients  over  40  should  be  coun- 
seled regarding  age-related  sleep  changes. Sleep 
efficiency  declines,  and  the  number  of  awaken- 
ings and  minutes  spent  awake  at  night  increase 
after  age  40.“  Finally,  caffeine,  nicotine,  and 
ethanol  may  disrupt  sleep  and  should  be  avoided 
prior  to  sleep. 

Four  million  hypnotic  prescriptions  are  writ- 
ten each  year;  it  is  unclear  how  many  of  these 
are  for  well-documented  sleep  disorders.  Many 
of  the  various  hypnotics  are  subject  to  psycho- 
logical dependence  and  produce  rebound  insom- 
nia after  withdrawal.  These  agents  must  be 
distributed  judiciously  with  a clear  timeframe 
in  mind  for  their  withdrawal.  It  is  generally 
recommended  that  benzodiazepines  and  the 
various  other  classes  of  hypnotics  be  used  for  no 
more  than  two  to  three  weeks,  with  taper  there- 
after. 

Benzodiazepines  were  first  introduced  in 
the  1960s  as  chlordiazepoxide  (Librium),  but 
their  use  as  sleep-inducing  drugs  exploded  with 
the  introduction  of  flurazepam  (Dalmane).  Ben- 
zodiazepines have  a clear  advantage  over  older 
sedatives  (barbiturates,  meprobamate,  ethchlor- 
vinol,  or  methaqualone)  in  that  they  have  less  of 
a tendency  to  produce  tolerance  and  depen- 
dence and  have  a higher  therapeutic  index  (the 
ratio  of  median  effective  dose  to  minimal  lethal 
dose). 


Pharmacokinetics  are  crucial  for  selecting 
benzodiazepines  for  sleep.  Drugs  in  this  class 
have  both  an  alpha  phase  of  distribution  into 
peripheral  tissue  and  a beta  elimination  phase, 
in  which  the  drug  is  cleared  from  the  body 
entirely.  Benzodiazepines  differ  markedly  in 
their  distribution  and  elimination  half-lives,  so 
that  each  drug  has  a clinical  “signature”  (Table 
3).  In  an  acute  setting,  the  distribution  half-life 
is  important  because  the  rapidity  with  which  a 
drug  is  distributed  throughout  the  body’s  fat 
stores  is  related  to  how  rapidly  the  clinical  effect 
is  lost.  The  elimination  half-life,  which  deter- 
mines how  long  side  effects  may  be  present  after 
the  drug’s  discontinuation,  is  more  critical  for 
longer  term  treatment,  given  that  a steady  state 
blood  level  is  achieved  after  several  days. 

Benzodiazepines  with  rapid  or  intermedi- 
ate onset,  such  as  Dalmane,  Valium,  or  Halcion, 
are  useful  in  the  treatment  of  patients  with 
difficulty  achieving  sleep.  Temazepam  and  other 
benzodiazepines  with  long  rates  of  onset  are 
useful  as  sleep  maintenance  agents  (Table  3). 

Side  effects  are  seen  with  all  benzodiaz- 
epines. As  a rule  there  are  fewer  residual  seda- 
tive effects  and  less  impaired  performance  with 
agents  such  as  triazolam  that  are  rapidly  me- 
tabolized. One  disadvantage  of  short  elimina- 
tion half-life  agents  is  that  they  can  produce 
rebound  insomnia  (Table  4).  Disinhibition,  char- 
acterized by  outbursts  of  rage  or  aggression,  has 
been  reported  with  Librium,  Ativan,  and  Valium . 
Confusional  episodes  have  been  described  with 
Halcion  and  Restoril,  and  anterograde  amnesia 
has  been  seen  with  Halcion.  Benzodiazepines 
have  increased  potency  in  the  elderly;  in  these 
patients  it  is  wise  to  choose  short-acting  agents 


Duration  of 


Drug 

Trade  Name 

Action  (Hours) 

Onset  of  Action 

Use  in  Insomnia 

Diazepam 

Valium 

Brief 

Rapid  Onset 

Insomnia 

Triazolam 

Halcion 

3 to  4 

Intermediate  Onset 

Insomnia 

Temazepam 

Restoril 

6 to  8 

Long 

Awakenings 

Lorazepam 

Ativan 

6 to  8 

Rapid  Onset 

Insomnia 

Flurazepam 

Dalmane 

12  + 

Rapid  Onset 

Insomnia  + Awakenings 

Table  3.  Duration  of  clinical  effect  and  specific  uses  in  selected  benzodiazepines.  Adapted  from 
Hyman  SE  and  Arana  GW.  Handbook  of  psychiatric  drug  therapy.  Boston,  Little  Brown,  1987, 
p.  115. 
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Long  Half-Life 

Short  Half-Life 

Advantages 

Less  frequent  dosing 

Less  pronounced  peaks  and  troughs 

Less  severe  withdrawal  problems 

Advantages 
No  accumulation 

Less  daytime  drowsiness  after  repeated  bedtime  doses 

Disadvantages 

Accumulation 

"Hangover"  and  lethargy 

Marked  sedation  in  the  elderly  at  low  doses 

Disadvantages 

More  frequent  dosing  necessary 

Noticeable  peaks  and  troughs  with  short-acting  drugs 
Earlier  withdrawal  symptoms 
More  severe  withdrawal  symptoms 
Rebound  insomnia  after  use  on  consecutive  nights 
Anterograde  amnesia  (particularly  with  triazolam) 

Table  4.  Long  vs.  short  elimination  half-life  in  benzodiazepines.  Hyman  SE  and  Arana  GW. 
Handbook  of  psychiatric  drug  therapy.  Boston,  Little  Brown,  1987,  p.  122.  Reprinted  with 
permission. 

rather  than  risk  daytime  sedation  from  drug 
accumulation. 

SLEEP  APNEA 

Sleep  apnea  syndrome  was  once  thought  to 
be  a disease  that  exclusively  affected  obese 
patients.  From  Dicken’s  description  of  J oe  in  the 
Pickwick  papers,  first  Osier  and  then  Burwell 
coined  the  term  Pickwickian  to  describe  a clus- 
ter of  clinical  features:  obesity,  hypersomno- 
lence, hypoventilation,  and  cardio-respiratory 
failure.  With  the  recognition  that  sleep  apnea 
could  affect  patients  of  normal  body  habitus  and 
with  the  differentiation  of  obstructive  from  cen- 
tral causes  of  sleep  apnea,  it  became  clear  that 
sleep  apnea  was  a heterogeneous  disorder. 

The  most  common  clinical  features  of  the 
sleep  apnea  syndrome  are  daytime  hypersom- 
nolence (reported  by  the  patient)  and  snoring 
(reported  by  the  patient’s  spouse).  Other  symp- 
toms include  morning  headache,  diminished 
libido  or  impotence,  personality  change,  dete- 
rioration of  intellectual  ability,  hypnogogic  hal- 
lucinations, unusual  body  movement  during 
sleep,  hearing  loss,  retrograde  amnesia  associ- 
ated with  automatic  behavior,  gastro-esopha- 
geal  reflux,  choking  during  sleep,  nocturia,  and 
heavy  night  sweating. 
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The  diagnosis  of  sleep  apnea  and  determi- 
nation of  the  etiology  are  based  upon  the 
polysomnographic  evaluation  of  both  the  EEG 
and  the  patient’s  respiratory  activity,  including 
thoracic  and  abdominal  movements,  nasal  air- 
flow, and  oxygenation.  The  criterion  for  diag- 
nosing sleep  apnea  is  a cessation  of  breathing 
lasting  10  or  more  seconds  that  occurs  30  or 
more  times  during  a seven-hour  sleep  period. 
Apneas  are  often  associated  with  oxygen  ■ 
desaturation,  which  may  approach  50  percent 
during  prolonged  apneic  periods.  The  repetitive 
cessation  of  breathing  leads  to  arousal,  which  | 
markedly  disrupts  the  normal  sleep  architec- 
ture. There  is  often  a paucity  of  stages  3 and  4 
sleep,  with  excessive  amounts  of  stages  1 and  2 
sleep.  REM  periods  may  occur  at  sleep  onset  in 
these  patients  because  of  their  severly  disrupted 
sleep.  Figure  2 is  a representation  of 
polysomnographic  changes  seen  during  both 
obstructive  apneas  and  central  apneas.  Obstruc- 
tive apneas  are  characterized  by  continued 
thoracoabdominal  efforts  at  respiration  while 
central  apneas  are  associated  with  absence  of 
thoraco-abdominal  movements.  The  patient’s 
sleep  apnea  may  be  quantified  by  the  number  of 
apneas  per  hour  of  sleep  (the  apnea  index)  and 
by  the  severity  of  the  apneas,  the  number  of 
apneas  per  hour  associated  with  a greater  than 
85  percent  oxygen  desaturation  (severity  in- 
dex). 
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15  seconds 


Figure  2.  Polysomnographic  changes  contrast  central  vs.  obstructive  sleep  apnea.  Note  more 
pronounced  thoracic  and  abdominal  respiratory  movements  in  obstructive  sleep  apnea  patient 
(bottom)  as  well  as  decreases  in  oxygen  saturation.  Fairbanks  DN,  Fujita  S,  Ikematsu  T,  et  al, 
Snoring  and  obstructive  sleep  annea.  New  York,  Raven  Press,  1989,  p.  34.  Reprinted  with 
permission.  


Because  of  the  cardiac,  respiratory,  and 
systemic  complications  resulting  from  sleep 
apnea,  the  diagnosis  should  be  pursued  when- 
ever it  is  suggested  either  historically  or  through 
the  review  of  systems.  There  is  a well-described 
rise  in  both  diastolic  and  systolic  blood  pressure 
during  each  apnea  with  the  maximal  increase  in 
pressure  coinciding  with  the  lowest  oxygen  satu- 
ration. Pulmonary  artery  pressure  increases 
progressively  throughout  stage  1 through  stage 
REM  in  sleep  apnea  patients.  Maximal  values 
approach  double  the  pulmonary  artery  pressure 
of  awake  patients. Decreases  in  both  heart 
rate  and  cardiac  output  have  been  noted  during 
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periods  of  oxygen  desaturation,  and  several 
types  of  cardiac  arrhythmias  have  been  docu- 
mented, including  sinus  arrhythmia,  cyclically 
alternating  heart  rate,  increased  ventricular 
ectopy,  second  degree  heart  block,  and  asystole. 

OBSTRUCTIVE  SLEEP  APNEA 

Obstructive  sleep  apnea  is  the  most  com- 
mon of  the  sleep  apnea  syndromes.  Snoring,  an 
inspiratory  noise  produced  by  vibration  of  the 
soft  parts  of  the  pharyngeal  wall,  is  the  most 
obvious  symptom  associated  with  the  obstruc- 
tive sleep  apnea  syndrome  (OSAS).  The  classic 
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Figure  3.  Cutaway  anatomical  view  to  show 
collapsible  portion  of  airway  where  no  rigid 
support  exists  and  where  snoring  originates. 
Fairbanks  DN,  Fujita  S,  Ikematsu  T,  et  al. 
Snoring  and  obstructive  sleep  apnea.  New 
York,  Raven  Press,  1989,  p.  9.  Reprinted  with 
permission. 


snore  associated  with  OSAS  is  stridorous  and 
intermittent  and  often  followed  by  a pause,  then 
a loud  snort.  Continuous  snoring  is  an  inspira- 
tory noise  associated  with  almost  every  breath 
and,  while  annoying,  is  less  likely  to  be  associ- 
ated with  OSAS.^®  Snoring  in  a normal  indi- 
vidual is  part  of  a continuum  of  hypnogenic 
upper  airway  “stenosis”  which  in  its  most  severe 
form  presents  as  OSAS. Habitual  snorers  (those 
who  snore  every  night)  represent  approximately 
19  percent  of  an  unselected  population. Men 
snore  more  frequently  than  women,  and  the 
frequency  of  snoring  increases  with  age.  Obe- 
sity is  associated  with  snoring,  as  are  certain 
anatomic  abnormalities  such  as  congenital  nar- 
rowing of  the  nasal  or  oropharyngeal  passages, 
deviated  nasal  septum,  turbinate  hypertrophy, 
enlarged  adenoids  or  tonsils,  micro-  or 
retrognathia,  and  macroglossia.  There  are  a 
variety  of  studies  suggesting  that  habitual  snor- 
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ers  suffer  more  frequently  than  nonsnorers  from  i 
arterial  hypertension,  angina  pectoris,  and  ce- 
rebral infarction.  Thus,  even  in  the  absence  of  j 
OSAS,  snoring  may  not  be  merely  a harmless  j 
annoyance.  ' 

Disorders  associated  with  OSAS  include  ! 
obesity,  tonsillar  or  adenoidal  hypertrophy,  ; 
acromegaly,  myxedema,  temperomandibular  i, 
joint  syndrome,  nasopharyngeal  tumors,  j 
lymphoma,  goiter,  myotonic  dystrophy,  and 
autonomic  dysfunction.  The  patient  with  OSAS 
is  often  overweight  and  has  elevation  of  both 
systolic  and  diastolic  blood  pressure  (60  percent 
of  patients).  The  physical  examination  may  re-  j 
veal  an  enlarged  tongue  with  an  elevated  base,  ; 
redundant  pharyngeal  tissue,  especially  around  | 
the  tonsillar  pillars,  and  an  enlarged  uvula. 

An  understanding  of  the  anatomy  and  physi-  j 
ology  of  snoring  provides  a basis  for  understand-  , 
ing  the  pathophysiology  and  treatment  of  OSAS.  ; 
The  upper  airway  above  the  larynx  consists  of 
the  nose  and  the  hypopharynx,  which  are  delim-  j, 
ited  by  rigid  walls,  and  the  oropharynx,  which  is  : 
surrounded  by  soft  tissues  (Figure  3).  Dilator  ji 
muscles  within  the  walls  of  the  oropharynx  | 
contract  before  the  diaphragm  and  counteract  |i 
the  negative  endothoracic  pressure  that  results  i 
from  inspiration.  Snoring  and  obstructive  ap-  |l 
neas  result  from  the  respective  narrowing  or  ’ 
occlusion  of  the  oropharynx.  The  actual  snoring  i 
sound  is  generated  by  oscillation  of  the  soft 
palate  and  depends  on  tensor  veli  palatini  muscle  , 
tone.  Heavy  snorers  have  been  shown  to  have  ! 
abnormally  increased  negative  endothoracic 
pressure  during  inspiration,  both  during  the 
awake  and  sleeping  states;  this  increased  nega-  | 
tive  pressure  also  plays  a role  in  lengthening  j 
and  narrowing  the  oropharyngeal  isthmus  i 
through  traction  on  the  laryngotracheobronchial  | 
tree.^^  The  result  is  a narrower  oropharyngeal  ' 
space  that  predisposes  to  the  development  of ; 
apnea.  Snoring  tends  to  increase  in  intensity  ■ 
throughout  the  four  stages  of  non-REM  sleep 
and  declines  during  REM  sleep.  This  most  likely 
relates  to  the  regularity  of  breathing  in  the 
latter  stages  of  non-REM  sleep  and  loss  of  tone 
in  the  tensor  veli  palatini  during  REM  sleep,  r 
The  most  severe  apneas  generally  occur  during  1 
REM  and  stages  1 and  2 periodic  breathing  | 
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periods,  the  same  time  that  snoring  declines  in 
intensity. 

There  are  a variety  of  medical  and  surgical 
treatments  for  sleep  apnea.  In  an  obese  patient 
a simple  method  for  improving  obstructive  ap- 
nea is  weight  loss.  Browman  et  al  demonstrated 
that  weight  reduction  may  significantly  im- 
prove the  patient’s  apnea. A trial  of 
medroxyprogesterone,  a respiratory  stimulant, 
may  also  be  useful  in  some  apnea  patients.  This 
should  be  tried  in  patients  with  demonstrated 
daytime  hypoventilation,  defined  as  a PCO2 
greater  than  48  mmHg  with  an  FEVl  greater 
than  1 liter. Patients  with  mild  hypercapnia 
may  benefit  from  therapy  with  protriptyline,  a 
tricyclic  antidepressant.  Clark  et  al  reported 
that  11  out  of  14  patients  with  greater  than  60 
apneas  per  night  had  a decrease  in  frequency 
and  duration  of  sleep  apneas  on  this  medica- 
tion.^'^ The  drug  most  likely  produces  this  im- 
provement through  its  REM  suppressant  activ- 
ity. Patients  should  be  monitored  for  anticholin- 
ergic side  effects  while  on  protriptyline. 

The  most  effective  medical  treatment  for 
obstructive  sleep  apnea  is  continuous  positive 
airway  pressure  (CPAP)  applied  nasally.  This 
procedure  was  first  described  by  Sullivan  et  al 
in  1981,^®  and  over  the  ensuing  years  has  be- 
come the  mainstay  of  long-term  nonsurgical 
treatment  of  OSAS.  Nasal  CPAP  acts  as  a physi- 
ologic splint  for  the  upper  airway:  a recent  MRI 
study  of  pharyngeal  volume  during  application 
of  nasal  CPAP  showed  a 27  percent  enlarge- 
ment of  pharyngeal  volume.^®  Nasal  CPAP  is 
successful  in  almost  completely  abolishing  sleep 
apneic  episodes  and  also  significantly  improves 
the  degree  of  oxygen  desaturation. During  the 
early  use  of  nasal  CPAP  for  OSAS,  many  pa- 
tients discontinued  the  treatment  because  of 
discomfort.  With  the  advent  of  new  plastic  self- 
sealing masks,  however,  compliance  at  one  year 
has  risen  above  80  percent.  Apatient  with  OSAS 
who  is  being  considered  for  CPAP  treatments 
should  spend  a second  night  in  the  sleep  lab  with 
a trial  of  CPAP.  Positive  pressure  between  8 and 
12  cm  water  is  generally  sufficient  to  open  the 
upper  airway.  In  severly  decompensated  pa- 
tients with  cardiac  failure,  carbon  dioxide  re- 
tention, severe  nocturnal  oxygen  desaturation, 
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or  other  serious  medical  problems,  an  inpatient 
trial  of  CPAP  over  several  days  may  be  required 
when  instituting  therapy. 

Patients  with  OSAS  who  are  refractory  to 
medications  and  who  do  not  tolerate  CPAP  may 
benefit  from  one  of  several  surgical  procedures. 
Tracheostomy  provides  a cure  for  OSAS  be- 
cause it  bypasses  the  physical  obstruction  in  the 
oropharynx.  Indications  for  tracheostomy  in- 
clude morbid  obesity  with  significant  daytime 
hypersomnolence,  micro-  or  retrognathia  asso- 
ciated with  sleep  apnea,  drop  in  oxygen  satura- 
tion below  70  cm  H^O  which  is  unresponsive  to 
CPAP,  and  significant  cardiac  arrhythmias  as- 
sociated with  sleep  apnea.  A trial  of  CPAP 
should  be  given  before  making  a decision  re- 
garding a surgical  procedure.  Guillemenault 
reported  on  long-term  follow  up  of  tracheostomy 
for  sleep  apnea  and  found  improvement  in  day- 
time sleepiness  and  fatigue  in  all  patients  at  six 
months. Only  one  patient  in  his  study  experi- 
enced recurrence  of  daytime  sleepiness.  There 
was  also  improvement  in  blood  pressure  and  in 
pulm.onary  artery  pressures.  There  are  few  se- 
rious complications  associated  with  tracheos- 
tomy, although  there  are  cosmetic  and  day-to- 
day  care  issues  which  many  patients  find  oner- 
ous. Harmon  reported  complication  rates  in  41 
patients  undergoing  tracheostomy  for  sleep  ap- 
nea. Peristomal  infection  was  the  most  frequent 
complication  (15  percent)  followed  by 
tracheomalacia  and  hemorrhage  from  the 
tracheostomy  (5  percent). 

Many  patients  with  OSAS  find  tracheostomy 
a radical  treatment.  A more  acceptable  proce- 
dure that  has  produced  fair  results  is  the 
uvulopalatopharyngoplasty  (UPPP).  The  goal 
of  this  procedure  is  to  resect  the  physical  block 
in  the  oropharynx.  This  often  includes  the  uvula, 
the  posterior  margin  of  the  soft  palate,  and  any 
redundant  pharyngeal  pillar  tissue.  Optimal 
candidates  for  UPPP  are  those  with  the  follow- 
ing anatomical  findings  on  physical  exam:  en- 
larged, pendulous  uvula;  large  tonsils;  redun- 
dant posterior  pharyngeal  pillars;  and  narrow 
palate  to  posterior  phayrngeal  wall  dimension. 
Early  reports  ofUPPP  successes  ranged  from  40 
to  50  percent,  although  the  measures  of  success 
differed  between  groups  peiTorming  this  opera- 
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tion.  Most  studies  used  a 50  percent  or  greater 
reduction  in  the  apnea  + hypopnea  index  (respi- 
ratory disturbance  index)  as  the  measure  of 
success.  More  recent  studies  have  emphasized 
identification  of  the  lev.el  of  obstruction  in  the 
apnea  patientthrough  cephalometric  roentgeno- 
grams, CT  scan,  and  fiberoptic  scope  examina- 
tion of  the  supine  patient.  These  groups  have 
reported  65  to  75  percent  improvement  with 
UPPP.  Complications  following  UPPP  include 
severe  oropharyngeal  pain  in  almost  100  per- 
cent of  patients,  swallowing  difficulties,  naso- 
pharyngeal reflux,  rhinolalia,  and  nasopharyn- 
geal stenosis. “ Although  snoring  may  be  ini- 
tially abolished  following  UPPP,  it  may  recur 
after  several  years.  UPPP  should  be  reserved 
for  those  patients  with  well-documented  naso- 
pharyngeal abnormalties  suggesting  upper  air- 
way obstruction  who  have  failed  or  did  not 
tolerate  CPAP. 
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SCIENTIFIC  ARTICLE 


Persistent/Recurrent  Pneumonia  in  Infants  and  Children 


Elizabeth  Muffett  Craven,  M.D.,  F.A.A.P. 


Introduction 

Pneumonia  in  infants  and  children  continues 
to  be  a common  cause  for  admission  to  acute  care 
hospitals  and  a significant  cause  of  mortality  in 
the  United  States.  The  child  with  recurrent  or 
persistent  pneumonia  presents  an  interesting 
diagnostic  and  therapeutic  challenge  to  the 
primary  care  physician,  as  well  as  to  the  pediatric 
pulmonary  subspecialist.  This  article  will  focus 
on  differential  diagnosis  of  recurrent/persistent 
pneumonia  and  how  to  focus  on  appropriate 
laboratory  and  x-ray  studies. 

Incidence 

Pneumonias  in  young  children  have  an  in- 
cidence of  4 percent  per  year  under  age  5,  2 per- 
cent per  year  in  ages  5 to  9 years,  and  1 percent 

Dr.  Craven  is  a Pediatrician,  Public  Health,  State  of  Delaware;  Attending  Physi- 
cian, Alfred  I.  duPont  Institute  and  Medical  Center  of  Delaware;  and  Clinical  Pro- 
fessor of  Pediatrics  Jefferson  Medical  College,  Philadelphia,  Pennsylvania. 

This  paper  is  dedicated  to  the  memory  of  Edward  M.  Sewell,  M.D.,  my  mentor. 
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per  year  over  9 years  of  age.®®  Femald^^  described 
198  children  referred  to  a teaching  hospital 
over  a four-year  period  and  found  184  (median 
age  3.5  years)  met  their  criteria  for  chronic  lung 
disease.  Recurrent  pneumonia  was  present  in  48 
percent.  Their  major  diagnostic  groups  were 
chronic  pneumonia  with  wheezing  (11  percent), 
chronic  wheezing  without  infiltrates  (45  percent), 
bronchiectasis  (9  percent),  specific  diagnosis  in  22 
percent  (e.g.,  cystic  fibrosis,  bronchopulmonary 
dysplasia,  aspiration,  vascular  ring,  etc.),  and  no 
significant  lung  disease  in  4 percent.  Of  the  143 
children  without  a specific  etiologic  diagnosis,  71 
percent  had  wheezing  (no  methacholine 
challenge).  In  the  remaining  29  percent,  17  had 
bronchiectasis  and  16  had  chronic  pneumonias. 
Eosinophil  counts  and  IgE  did  not  differentiate 
wheezing  from  nonwheezing  patients.  Roth®® 
reviewed  recurrent  pneumonias  in  young  adults 
and  listed  ciliary  dyskinetic  syndromes,  cystic 
fibrosis,  bronchiectasis,  immune  deficiencies  and 
pulmonary  sequestration  as  major  predisposing 
conditions. 
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Pathophysiologic  Causes 

Major  categories  which  can  cause  persistent  or 
recurrent  pneumonia  (PRP)  include  aspiration, 
asthma,  bronchopulmonary  dysplasia,  cystic 
fibrosis,  ciliary  dyskinetic  syndromes,  congenital 
anomalies,  congestive  heart  failure,  impaired 
immune  mechanisms  and  environmental  (Table 
1).  Noninfectious  causes  may  include  collagen 
vascular  diseases,  neoplasms,  drug  toxicity, 
hemosiderosis,  sarcoidosis,  granulomatosis, 
vasculitis,  and  hypersensitivity  pneumonitis.^® 


I.  Aspiration 

Airway  anomaly 

Altered  state  of  consciousness 

Swallowing  dysfunction 

II.  Asthma 

Allergic/mucus  plugs 
Nonallergic  (IgG  subclass  def.) 

III.  Bronchopulmonary  Dysplasia 

Tracheo-bronchial  stenosis 

IV.  Ciliary  Dyskinetic  Syndromes 

Immotile  cilia  syndrome 
(Young  syndrome) 

V.  Cystic  Fibrosis 

VI.  Congenital  Anomalies 

Tracheo-esophageal  (H  type)  fistula 
Cystic  adenomatoid  malformation 
Pulmonary  sequestration 

VII.  Immunologic  Disorders 

B cell  system  deficiency 
T cell  system  deficiency 
Combined  B and  T cell  deficiency 
Secondary  immune  deficiency 
Complement  deficiencies 
Disorders  of  chemotaxis 
Hypersensitivity  pneumonitis 

VIII.  Cardiac  Disease 

Cyanotic  (congenital  heart  disease) 
Congestive  heart  failure 
Vascular  rings 

IX.  Environmental 

Air  pollution 
Day  care 

Table  1.  Persistent/recurrent  pneumonia  - 
major  causes. 
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Aspiration 

Aspiration  may  occur  in  the  neonatal  period 
due  to  an  upper  airway  anomaly,  during  endo- 
tracheal intubation,  following  surgery,  or  during 
swallowing  and/or  gastro-esophageal  reflux.  In- 
fants and  children  with  altered  states  of  con- 
sciousness may  have  GE  reflux,  as  well  as  those 
with  primary  neurologic  or  neuromuscular 
disorders  (abnormal  swallowing).  Malfroot®^ 
evaluated  38  children  (two  weeks  to  seven  years 
old)  with  chronic  lung  disease  for 
gastroesophageal  reflux  using  pH  monitoring 
and  gastroesophageal  scintiscanning,  and  found 
63  percent  to  have  reflux.  Pulmonary  symptoms 
disappeared  when  the  reflux  was  treated.  Baer® 
esophophagoscoped  116  children  (mean  age  8 
years)  with  chronic  lung  disease  and  documented 
esophagitis  in  45  percent.  Evaluation  of  22 
patients  with  esophagitis  using  an  18-  to  24-hour 
esophageal  pH  probe  confirmed  reflux  in  95 
percent.  Evaluation  of  19  patients  without 
esophagitis  with  the  pH  probe  confirmed  reflux 
in  42  percent.  Colombo^"^  studied  bronchial 
washings  from  45  patients  (mean  age  3.3  years) 
with  attention  to  lipid-laden  macrophages  and 
graded  the  amount  into  a semi-quantitative  lipid- 
laden macrophage  index.  Scores  over  100 
correlated  with  the  clinical  impression  of  aspira- 
tion. Scores  under  50  correlated  with  lung 
disease  not  due  to  aspiration  (i.e.,  cystic  fibrosis, 
foreign  body).  They  identified  false  positives, 
which  included  infusion  of  intravenous  lipids, 
bronchial  obstruction  and  tuberculosis.  Moran®^ 
found  lactose  in  tracheal  aspirates  in  intubated 
neonates  in  18  of  77  patients.  The  role  of  lactose 
(from  gastric  contents)  in  these  babies  must  be  by 
longitudinal  follow-up,  to  determine  the  develop- 
ment of  chronic  lung  problems. 

With  aspiration,  one  may  find  wheezing  or 
rales  on  physical  examination.  A gram  stain  of 
the  sputum  and  anaerobic  culture  can  guide 
therapy.  X-ray  findings  are  usually  in  the  right 
middle  lobe  or  lower  lobes.  Bronchoscopy  can  be 
helpful  to  remove  foreign  matter,  obtain  cultures, 
and  study  macrophages/lactose  in  the  washings. 
The  esophagus  can  be  evaluated  by  barium 
swallow,  gastro-intestinal  scintiscan,  pH 
monitor/manometry  of  the  esophagus  and 
esophagoscopy.  Reflux  has  been  treated  with 
thickened  feedings,  elevation  of  the  head, 
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antacids,  and  cimetidine.  Severe  reflux  may 
require  a Nisson  fundoplication,  especially  in  the 
chronic  neurologically  impaired  patient. 

Asthma 

The  prevalence^^  and  mortality  of  asthma  has 
increased  in  the  past  20  years.  One  review  noted 
chronic  cough,  recurrent  pneumonia,  bronchial 
hyperactivity  with  other  lung  disease,  and  the  in- 
flammatory process  (vs.  pure  bronchospasm)  as 
presenting  problems.^^  Eigen^®  reviewed  records 
of  81  children  with  persistent  or  recurrent 
pneumonia,  excluding  those  initially  referred  as 
possible  asthma  or  cystic  fibrosis.  The  mean  age 
was  4.2  years.  Twenty-five  patients  had  persis- 
tent pneumonia,  and  56  patients  had  recurrent 
pneumonia.  A history  of  allergy  was  present  in 
42  percent,  and  17  percent  were  wheezing  at  their 
initial  visit.  Eosinophilia  was  present  in  six  of 
nine  (67  percent)  patients  with  apparent  underly- 
ing etiology  (reflux,  congenital  anomalies,  white 
cell  disorders)  and  was  present  in  24  of  37  (65  per- 
cent) with  no  apparent  etiology.  Intradermal 
tuberculin  skin  tests,  serum  immunoglobulins 
(subclasses  not  mentioned),  and  sweat  chloride 
concentration  were  negative  or  normal  in  46  pa- 
tients tested.  Initial  x-rays  were  abnormal  in  74 
percent.  Twenty  children  (26  percent)  had 
underlying  diseases  such  as  reflux,  impaired  host 
defenses,  or  congenital  anomalies  which  had 
been  repaired  previously.  Eight  patients  (10  per- 
cent) with  neuromuscular/mental  retardation 
problems  demonstrated  reflux.  Twelve  patients 
were  later  reevaluated  with  pulmonary  function 
testing  and  methacholine  challenge,  and  92  per- 
cent had  bronchial  hyper-reactivity. 

Page^^  measured  IgG  subclass  immuno- 
globulins in  75  of  500  asthmatic  children  with 
recurrent  sino-pulmonary  infections,  and  found 
five  with  subclass  deficiency.  These  five  patients 
were  treated  with  intravenous  gamma  globulin 
at  monthly  intervals.  Four  of  the  patients  had  im- 
proved pulmonary  function,  while  the  fifth,  with 
severe  steroid-dependent  asthma,  did  not 
improve. 

Patients  with  asthma  often  have  a family 
history  of  atopy  or  allergies.  Physical 
examination  may  be  normal  between  episodes 
of  wheezing.  One  may  find  rales,  wheezing,  rapid 
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respiratory  rate  and,  rarely,  acute  respiratory 
failure.  Clubbing  and  bronchiectasis  are  rare 
in  asthma,  but  can  occur  in  patients  with  severe 
disease,  mucus  plugs,  or  improper 
treatment/compliance. 

Laboratory  evaluation  should  include  complete 
white  blood  cell  and  total  eosinophil  counts.  The 
articles  by  Fernald  and  Eigen  question  the 
usefulness  of  eosinophil  counts  in  the  evaluation 
of  recurrent  or  persistent  pneumonia.  Nasal 
smears  for  eosinophils  and  skin  testing,  continue 
to  be  time  honored  in  the  initial  evaluation  of 
asthma.  Measurement  of  pulmonary  function 
with  pre-  and  post-bronchodilator  testing  should 
be  performed.  If  the  patient’s  pulmonary  function 
is  normal,  a metacholine  challenge  can  then 
evaluate  bronchial  hyper-reactivity.^^  Measure- 
ment of  subclass  gamma  globulins  and  serum  an- 
tibodies is  currently  recommended  in  asthmatics 
with  severe  sino-pulmonary  infections. 

Radiographic  findings  may  demonstrate  hyper- 
aeration and/or  a right  middle  lobe  lesion 
(pneumonia  vs.  atelectasis).  If  the  wheezing  is 
localized  and  the  lesion  is  persistent,  the  patient 
should  be  bronchoscoped.  If  the  lesion  is  recur- 
rent in  the  same  anatomic  region,  the  patient 
should  be  bronchoscoped  (Table  2). 

The  treatment  of  asthma  currently  includes 
adrenergic  agents,  theophylline,  anticholinergics, 
cromlyn,  corticosteroids,  desensitization,  and 
environmental  control.  Regular  exercise  programs  may 
benefit  older  patients.  Patients  with  an  IgG  subclass 
deficiency  may  benefit  from  intra-venous  gamma 
globulin  therapy. 

Bronchopulmonary  Dysplasia 

Premature  newborns  on  prolonged  mechanical  ven- 
tilation and  oxygen  therapy  in  the  neonatal  period  may 
become  oxygen-dependent  upon  discharge  from  the 
nursery.  Many  of  these  infants  have  a strong  family 
history  of  allergy,  and  indeed  respond  to  asthmatic 
medications.  Because  of  the  development  of  pulmonairy 
hypertension,  they  may  develop  heart  failure  and  res- 
pond to  treatment  with  digitalis  and  furosemide.®'^° 
Infants  with  bronchopulmonary  dysplasia(BPD) 
may  have  recurrent  lung  infection  during  the 
first  few  months  of  life  and  are  prone  to  viral  in- 
fections, especially  respiratory  syncytial  virus 
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Bronchial  Obstruction 

Intra-luminal 

Extra-luminal 

Foreign  Body 

Enlarged  Nodes 

Tumor 

Malignancy 

Bronchiectasis 

Sarcoidosis 

Right  Middle  Lobe 

Broncholithiasis 

Syndrome 

Eungus 
Tuberculosis 
Cardiac 
Vascular  Rings 
Congenital  Heart 
Disease 

Pulmonary  Sequestration 
History  of  Chest  Surgery 
Repaired  TEF 
Repaired  Diaphragmatic 
Hernia 

Repaired  Vascular  Ring 

Table  2.  Recurrent  pneumonia  - same  anatomic  region. 

(RSV).  Babies  with  anomalies  of  the  chest  wall 
(i.e.,  osteogenesis  imperfecta  or  hypotonia)  are  apt 
to  have  more  prolonged  and  severe  sequelae  of 
BPD.  Cyanosis,  wheezing  with  or  without  rales, 
clinical  examination  compatible  with  bron- 
chiolitis and/or  heart  failure  are  common. 

Laboratory  evaluation  for  respiratory  syncytial 
virus  (nasal  saline  lavage  for  RSV  culture),  or 
other  viruses,  chlamydia  trachomatous  (naso- 
pharyngeal swab  for  fluorescent  antibody)  and 
tracheal  aspirates  (via  an  endotracheal  tube)  for 
bacterial  culture  are  appropriate  studies  for 
pneumonia  in  the  first  few  months  of  life  in  an 
acutely  ill  patient  with  BPD. 

Radiographic  evaluation  often  shows  bilateral 
persistent  or  changing  areas  of  infiltrate  (infec- 
tion vs.  atelectasis)  superimposed  on  the  chronic 
lung  changes  of  BPD.  Treatment  is  directed  at 
the  underlying  infectious  cause  (ribavirin  for 
RSV,  erythromycin  for  chlamydia,  etc.),  asthmatic 
drugs,  digitalis  and  diuretics  for  heart  failure, 
oxygen  (O2  saturation  at  90  to  95  percent)  and 
strong  nutritional  support.  Major  airway 


abnormalities  (tracheobronchial  stenosis,  , 
tracheomalacia)  can  be  treated  surgically.^^  |. 

Ciliary  Dyskinetic  Syndromes 

These  patients  have  a history  of  recurrent 
sinus,  ear,  and  pulmonary  infections,  and  have 
impaired  mucociliary  transport.  The  mode  of  in- 
heritance is  autosomal  recessive,  and  about  50 
percent  have  complete  situs  inversus  (Kar- 
tagener’s  syndrome).  Physical  findings  include 
clubbing  (19  percent),  nasal  polyps  (19  percent) 
and  bronchiectasis  (29  percent).  Localized  rales 
may  be  heard  secondary  to  the  bronchiectasis. 

Classification  of  the  electron  microscopic  defects 
in  the  immotile  cilia  syndrome  has  been  describ- 
ed by  Sturgess.^®  Examination  of  sperm  tails 
(similar  structure  as  cilia)  shows  absent  or 
decreased  sperm  motility  with  resultant 
oligospermia  and  infertility  problems. 

Schanker^®  reported  three  males  with  recur- 
rent respiratory  disease,  nasal  polyps,  bronchiec- 
tasis and  azoospermia.  They  had  normal  sweat 
chlorides,  pancreatic  function,  electron 
microscopy  of  the  respiratory  cilia,  and  normal  ' 
ciliary  structure  of  the  sperm  tails,  but  had  a 
blockage  of  the  epididymis.  Some  have  referred 
to  male  infertility  and  recurrent  respiratory  ; 
disease  as  Young’s  syndrome. 

A diagnostic  evaluation  should  include  serum 
immunoglobulins,  paranasal  sinus  and  chest 
radiographs,  electrocardiogram,  electron 
microscopic  examination  of  respiratory  mucosa  1 
and  seminal  fluid,  studies  of  ciliary  motion,^  and 
as  indicated,  bronchoscopy,  CT  scan  of  the  chest 
detailing  bronchiectasis,  and  echocardiogram. 

Treatment  includes  chest  physical  therapy,  1 
postural  drainage,  prophylactic  antibiotics  based 
on  sputum  culture,  bronchodilators,  aerosol 
therapy,  therapeutic  bronchoscopy  for  lavage  of  • 
atelectatic  areas,  and  surgical  removal  of  any 
localized  areas  of  bronchiectasis  which  follow 
recurrent  pneumonia. 

Cystic  Fibrosis 

An  infant  or  child  with  recurrent 
sinopulmonary  infections,  failure  to  thrive. 
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and/or  chronic  diarrhea  should  have  evaluation 
of  sweat  chlorides  (pilocarpine  iontophoresis). 
These  patients  may  wheeze  between 
pneumonias.  Physical  findings  often  include  poor 
growth,  clubbing  and  scattered  rales/wheezing, 
secondary  to  bronchiectasis  (Table  Upper 

lobe  pneumonias  should  make  the  clinician  think 
of  cystic  fibrosis  (CF).  Thomassen'*'*  has  reviewed 
colonization/infection,  therapies,  host-parasite 
factors,  and  the  epidemiology  of  CF,  which 
Olsen^^  has  discussed  surgical  management  of 
210  CF  patients  over  a 15-year  period,  and 
reported  10  patients  with  pulmonary  resection 
for  bronchiectasis  and  hemoptysis. 


I.  Pulmonary 

Bronchiectasis 
Cystic  fibrosis 
Immotile  cilia  syndrome 
Swyer-James  syndrome 
Virus,  bacteria,  fungus 
Alphai  antitrypsin  deficiency 
Empyema/pulmonary  abscess 
Chronic  pneumonias 
Interstitial  infiltrates/fibrosis 
Hemosiderosis 
AIDS 

Compromised  host-immune  defect 
Malignancy  - primary  or  secondary 
Sarcoidosis 

II.  Cardiac 

Congestive  heart  failure 
Congenital  heart  disease 
Sub-acute  bacterial  endocarditis 

III.  Other 

Endocrine-thyrotoxicosis 
Gastro-intestinal-inflammatory  bowel 
disease 

Hepatic  (cirrhosis  in  CF) 

Table  3.  Clubbing  in  persistent/recurrent 
pneumonia. 


Congenital  Anomalies 

Congenital  anomalies  of  the  chest  cavity  can 
cause  PRP,  especially  in  the  neonatal  period. 
Laryngeal  esophageal  cleft,  tracheo- 


esophageal fistula  (H-type),  and  bron- 
chobiliary  fistula  can  cause  aspiration,  and 
can  be  identified  by  endoscopy,  bronchography 
or  exploratory  surgery.  An  enlarging,  radiolu- 
cent  neonatal  lung  mass  may  represent  cystic 
adenomatoid  malformation,  predisposing  the 
patient  to  the  development  of  primary 
pulmonary  neoplasms.^"*  Cystic  adenomatoid 
malformation  causes  a shift  of  the 
mediastinum  and  compression  of  the  other 
lung  on  chest  x-ray.  Pulmonary  sequestration 
can  cause  recurrent  pneumonia  and  hemop- 
tysis. It  is  pulmonary  tissue  which  does  not 
communicate  with  the  tracheobronchial  tree, 
and  can  best  be  identified  via  conventional 
angiography  or  digital  subtraction 
angiography.  Surgical  resection  is  therapeutic 
for  cystic  adenomatoid  malformations,  bron- 
chogenic cysts,  and  pulmonary  sequestra- 
tion.^®®^ Recurrent  lower-lobe  pneumonias 
should  make  one  think  of  possible  pulmonary 
sequestration. 

Immunologic  Disorders 

A variety  of  immune  abnormalities  can 
cause  PRP  (see  Thble  4).  A family  history  of  im- 
mune disorders  may  be  present  and  may  in- 
itially guide  one’s  studies.  At  times,  PRP  may 
be  accompanied  by  dermatologic  clues  which 
will  heighten  the  suspicion  of  immune 
disorders,  collagen  vascular  disorders,  or  other 
systemic  disorders  (Table  4).^ 

If  initial  serum  gamma  globulin  levels  are 
normal,  determination  of  IgG  subclass  levels 
may  be  helpful.  The  IgG  subclasses  and  nor- 
mal values  have  been  described  in  detail  by 
Schur.®^  The  IgG  antibody  response  to 
polysaccharide  antigens  resides  predominant- 
ly in  the  IgGi  and  IgGa  subclasses,  and  the 
response  to  pneumococcal  vaccination 
(Pneumovax)  and  Hemophilus  influenza  vac- 
cination (HIB  vaccine)  can  be  measured  by  an- 
tibody titers.  The  IgG  antibody  response  to 
protein  antigens  (tetanus  and  diphtheria  tox- 
oids) resides  predominantly  in  the  IgGi  and 
IgGg  subclasses,  and  these  antibodies  also  can 
be  measured. 

During  a three-year  period  with  2,800  new 
patient  referrals,  Umetsu^®  identified  20  Del 
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I.  Eczema 

Wiskott  Aldrich  syndrome 
Job’s  syndrome 

Chronic  granulomatous  disease 
Selective  IgM  deficiency 
II.  Chronic  Seborrhea 
Omenn  disease 

III.  Urticaria 

Bacterial  pneumonia 

IV.  Cold  abscesses 

Job’s  syndrome 

V.  Skin  infection  with  draining  nodes 
Tuberculosis 

Chronic  granulomatous  disease 
VI.  Chronic  fungus  infections  of  the  skin 
AIDS 

Chronic  mucocutaneous  candidiasis 
VII.  Erythema  Nodosum 
Tuberculosis 
Fungus  infection 
Legionnaire’s  disease 

VIII.  PurpuraA^ascuIitisA^ascuIitic  Ulcers 
Bacteria,  TB,  fungus 
Wegener’s  granulomatosis 
IX.  Erythema  Multiforme 
Bacterial  pneumonias 
Mycoplasma 
Blastomycosis 

X.  Erythema  nodosum  (plus  hilar 
adenopathy) 

Mediastinal  tumor  (lymphomas) 

Fungus,  TB 

Sarcoidosis 

Anomalies  of  the  vertebrae 
XL  Discoid  Placques;  Violaceous 
Macules/Papules 
Systemic  lupus  erythematosus 
Malignancy 
Kaposi’s  sarcoma 

Immunosuppressed  host 
AIDS 

Transplant  patient 
XII.  Calcinosis  of  Hands,  Raynaud’s 
Phenomenon 

Progressive  systemic  sclerosis 
CREST  syndrome  (adults) 

XIII.  Telangiectasias 

Ataxia-telangiectasia 
Systemic  lupus 
Osler-Weber-Rendu 
CREST  syndrome  (adults) 

Table  IV.  PRP  and  dermatologic  clues. 


children  with  recurrent  sinopulmonary  infection  ; 
who  had  IgGa  and  IgGg  deficiency,  with  impaired  i 
responses  to  bacterial  capsular  polysaccharide  i 
antigens.  Smith"*^  selected  20  children  with 
“chronic  bronchitis”  and  endoscoped  and  biop-  i 
sied  13  patients.  They  ranged  in  age  from  five  j 
months  to  15  years,  and  nine  had  allergies  by 
skin  testing.  Four  of  eleven  had  abnormal  sinus  ! 
radiographs.  Sixteen  of  the  20  children  had  an  ^ 
IgG  subclass  deficiency.  A large,  double-blind,  ■ 
placebo-controlled  study  of  intravenous  immune  j 
globulin  treatment  has  not  been  reported.  | 

Ambrosino  described  a 30-year-old  man  with 
recurrent  sinopulmonary  infections  from 
childhood,  and  11  separate  pneumonias 
documented  by  x-ray.  His  serum  immune 
globulin  and  IgG  subclass  levels  were  normal, 
but  he  demonstrated  impaired  antibody 
responses  to  polysaccharide  antigens  (H.  flu,  N. 
meningitidis.  Strep,  pneumonia).  The  explana- 
tion for  his  defect  was  unclear,  but  the  case  report 
highlighted  the  value  of  studying  pre-  and  post-  i 
vaccine  antibody  levels.® 

Chronic  granulomatous  disease  is  a disorder  of  | 
phagocytes,  and  is  inherited  as  X-linked  in  males,  j 
but  can  occur  in  both  sexes.  It  has  defects  in  the  !i 
oxidative  metabolism  and  production  of  reactive 
oxygen  radicals  during  phagocytosis  and  can  be  i 
diagnosed  by  impaired  phagocytosis  on  incuba-  ' 
tion  with  nitroblue  tetrazolium  (NBT).  This  !i 
disease  is  characterized  by  recurrent,  severe  in-  “ 
factions  of  the  lungs,  skin  and  reticulo-endothial  |{ 
system.  Treatment  includes  supportive  measures  ji 
(nutrition,  physiotherapy)  and  prompt 
diagnosis/treatment  of  infections.  Some  authors  I 
have  advocated  prophylactic  antibiotics  (no  ' 
double-blind  studies).  Prophylactic  antibiotics  S 
may  indeed  be  harmful,  as  they  alter  normal  , 
flora  and  set  the  patient  up  for  unusual  fungus  | 
and  bacterial  pathogens.®® 

Auto-immune  neutropenia  is  a common  cause 
of  neutropenia  in  infancy  and  has  been  treated 
with  intravenous  gamma  globulin.  Dosage,  ef- 
ficacy, and  long-term  side  effects  are  still  jj 
unclear.®® 

i: 

Acquired  immunodeficiency  syndrome  (AIDS) 
in  infants  and  children  presents  commonly  as  a | 
triad  of  failure  to  thrive,  hepatosplenomegaly,  > 
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and  pulmonary  infection  (interstitial 
pneumonitis).  Risk  factors  include:  1)  a parent 
with  AIDS;  mother  in  a high-risk  group  (80  per- 
cent); 2)  a blood  product  recipient,  1979-1985  - 12 
percent,  3)  a hemophiliac  - 5 percent.  In  the 
adolescent  and  adult,  risk  factors  include 
primarily  intravenous  drug  abuse  (25  percent) 
and  homosexual/bisexual  behavior  (65  percent). 
Laboratory  studies  show  hypergam- 
maglobulinemia, lymphopenia,  decreased  CD4 
T-cells,  and  abnormal  T-cell  function  in  vitro.® 

Diagnosis  of  AIDS  includes  HIV  antibody 
testing  confirmed  by  Western  blot  assay,  CBC, 
quantitative  IgG,  IgM  and  IgA,  studies  of  T-cell 
immunity  (e.g.,  delayed  hypersensitivity  skin 
tests  to  Candida,  PPD,  mumps),  adenosine 
deaminase  and  nucleoside  phosphorylase  levels, 
and  studies  of  B-cell  immunity,  pre-  and  post- 
immunization antibody  levels  to  diphtheria, 
tetanus,  H.  flu,  etc.  and  quantitative  IgG,  IgM, 
IgA  and  IgE. 

Bronchoscopy  with  bronchoalveolar  lavage  can 
be  an  initial  diagnostic  procedure  to  identify 
Pneumocystis  carinii,  the  most  common  oppor- 
tunistic infection  in  AIDS  children. Examina- 
tion of  induced  sputum  in  older  patients  permits 
identification  of  P carinii  with  the  use  of 
monoclonal  antibodies  in  half  the  cases.^®  The 
interstitial  pneumonitis  can  also  commonly  be 
caused  by  cytomegalovirus,  mycobacterium  or 
fungus.  An  immunocompromised  host  may  pre- 
sent with  a noninfectious  cause  of  pulmonary  in- 
filtrate, such  as  pulmonary  emboli/hemorrhage, 
congestive  heart  failure,  drug-induced  infiltrates, 
an  underlying  malignant  process,  or  idiopathic 
interstitial  pneumonitis/fibrosis.  At  times,  an 
open  lung  biopsy  is  necessary  for  definitive 
diagnosis. 

Treatment  consists  of  AZT  (3  azido  - 3 - deox- 
ythymidine,  zidovudine)  and  dCT  (2,3  dideox- 
ycytidine)  for  the  HIV  infection  and  appropriate 
therapy  for  the  opportunistic  infection  (i.e., 
trimethoprim-sulfamethoxazole  for  P carinii  or 
ketoconazole  for  mucocutaneous  candidiasis). 

A detailed  description  of  additional  im- 
munodeficiency states  is  beyond  the  scope  of  this 
article.  Further  information  can  be  found  in 
Nelson’s  text.® 


Cardiac  Disease 

Patients  with  vascular  rings  may  have  stridor, 
respiratory  distress,  swallowing  dysfunction  or 
reflex  apnea,  as  well  as  recurrent  pneumonia. 
Plain  radiographs  of  the  chest  may  show  tracheal 
displacement  or  bowing  of  a bronchus.  A barium 
swallow  may  demonstrate  indentation  of  the 
esophagus  but  can  be  normal  with  an  aberrant 
right  subclavian  ring.  With  the  bronchoscope,  one 
sees  tracheal  compression  in  all  vascular  rings 
except  for  the  aberrant  right  subclavian  ring. 
Angiography  is  diagnostic,  but  usually  not 
necessary.  A noninvasive  magnetic  resonance  im- 
aging (MRI)  study  outlines  the  vessels,  and  the 
treatment  is  surgical. 

External  airway  compression  can  be  caused  by 
cardiac  enlargement  secondary  to  congenital 
heart  disease,  and  result  in  recurrent  pneumonia. 
Cardiac  evaluation  and  correction  of  the  underly- 
ing cardiac  disorder  is  then  appropriate. 

Environmental 

Air  pollution  and  cigarette  smoking  aggravate 
and  exacerbate  pulmonary  symptoms.  These  may 
well  be  significant  causes  of  chronic  bron- 
chitis/small airway  dysfunction  in  nonsmokers, 
and  predispose  the  child  to  PRP 

Respiratory  illnesses  comprise  the  majority  of 
illnesses  occurring  in  infants  in  day  care  com- 
pared to  those  in  home  care.^®  Thus,  day  care  has 
been  considered  another  form  of  environmental 
pollution. 

Laboratory  and  X-Ray  Evaluation 

If  the  child  referred  for  recurrent  pneumonia 
evaluation  is  not  acutely  ill,  one  may  begin  with 
noninvasive  studies  to  focus  on  a direction  for  fur- 
ther study  (Table  5).  If  noninvasive  studies  are 
negative,  one  can  proceed  to  blood  studies.  Blood 
screening  studies  should  be  as  complete  as  possi- 
ble to  minimize  repeat  phlebotomies  (Table  6). 
When  aspiration  pneumonia  is  suspected,  studies 
listed  in  Table  7 may  be  obtained.  Patients 
presenting  with  chronic,  severe  sino-pulmonary 
infections  should  have  cystic  fibrosis,  immotile 
cilia  syndrome,  immune  deficiency,  and  disorders 
of  white  blood  cells  considered  (Table  8). 
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1.  Chest  x-ray  - PA  and  lateral 

2.  Sinus  films,  barium  swallow 

3.  Quantitative  sweat  electrolyte  tests 

measured  by  pilocarpine  iontophoresis 

4.  Sputum  gram  stain,  culture  and 

sensitivity 

5.  Nasal  smear  for  eosinophils 

6.  Oxygen  saturation  by  oximetry 

7.  Pulmonary  function  studies  (pre-  and 

post-bronchodilator) 

If  normal  PFT  - metacholine  challenge 

8.  TB  tine  test 

Table  5.  Initial  noninvasive  studies  (patient  not 
acutely  ill). 


1.  CBC  and  differential;  total  eosinophil 
count 

2.  Sedimentation  rate 

3.  Serum  complement 

4.  Quantitative  serum  immunoglobulins 
(IgG,  IgA,  IgM,  IgE) 

5.  Serum  alphai  antitrypsin  if  liver  disease 
present 

6.  Neutrophil  function 

Latex  particle  chemiluminescence 
Nitroblue  tetrazolium 
Chemotaxis  studies 

7.  HIV  testing 

Table  6.  Blood  screening  studies. 


1.  Cine-esophagram  to  evaluate  swallowing 

2.  GE  reflux  - esophagram 

pH  monitoring,  manometry 
technicium  milk  scan 

3.  Bronchoscopy  - bronchial  washings  for 
quantitative  analysis  of  lipid-laden 
alveolar  macrophages  and  presence  of 
lactose 

4.  Technicium  lung  scan 

Table  7.  Aspiration  pneumonia  suspected 

clinically. 


1.  Sweat  chloride  - pilocarpine  iontophoresis 

2.  Nasal  biopsy  Electron  microscopic  evalua- 
tion of  ciliary  morphology 

3.  Sperm  tail  examination  in  older  patient 

4.  Serum  immuno-globulins  with  IgG 
subclass  measurements 

5.  Studies  of  neutrophil  function,  CBC 

6.  Hemophilus  antibodies  after  vaccination 
with  HIB 

Pneumococcus  antibodies  after  vaccina- 
tion with  Pneumovax 
Tetanus  and  diphtheria  antibodies  (pre- 
and  post-immunization) 

7.  Sinus  films,  chest  x-ray 

Table  8.  Severe  chronic  sino-pulmonary 

infections. 


1.  Barium  swallow 

2.  Angiography,  digital  subtraction 
angiography 

3.  Magnetic  resonance  imaging  of  the  lung 

Bronchiectasis  on  Chest  X-ray 

1.  Ventilation  - perfusion  scan  of  lung 

2.  CT  scan  of  lung 

Table  9.  Vascular  lesion  suspected. 


Evaluation  of  Persistent/Recurrent  Pneumonia  | 

Use  of  the  flexible  fiberoptic  bronchoscope 
became  popular  during  the  1980s.  It  can  help 
evaluate  stridor,  persistent  or  recurrent 
pneumonia,  possible  foreign  body,  atelectasis, 
wheezing  unresponsive  to  bronchodilators, 
aspiration,  hemoptysis,  and  can  be  passed  j 
through  a tracheostomy  stoma,  using  tubes  as 
small  as  3.0  mm.®° 

BartletU  described  anticipated  pulmonary 
pathogens  according  to  type  of  infection  and  , 
clinical  setting,  as  well  as  preferred  specimens  for  ! 
identifying  specific  infections.  Rapid,  noninvasive 
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techniques  for  determining  the  etiology  of  bron- 
chitis and  pneumonia  in  infants  and  children^® 
and  serodiagnostic  tests  and  skin  tests  to  identify 
fungal  disease^®  have  been  reviewed. 

The  pediatric  radiologist  is  an  asset  as  consult- 
ant, diagnostician  and  interventionist. 
Fluoroscopy  may  localize  a mass,  identify  air 
trapping  (foreign  body),  tracheomalacia, 
tracheobronchial  stenosis,  nerve  paralysis 
(diaphragmatic  motion),  and  aid  with  bron- 
choscopy. Gastroesophageal  scintigraphy  permits 
a longer  time  span  to  look  for  reflux,  compared 
to  barium  swallow.  An  esophagram  identifies 
displacement  of  the  esophagus  (vascular  rings), 
fistula,  and  motility  disorders.  Computerized 
axial  tomography  assists  in  the  evaluation  of 
bronchiectasis,  nodules,  localization  of  a mass 
(parenchyma  mediastinum,  pleura,  etc.),  abscess, 
and  size  of  the  trachea.  A CT  scan  can  guide  one 
during  a needle  biopsy.  MRI  is  more  helpful  in 
evaluating  the  mediastinum  and  hila,  direct  im- 
aging of  the  spinal  cord  and  canal,  and  thoracic 
vessels  without  contrast.  MRI  can  evaluate  the 
chest  in  multiple  planes,  visualize  the  bronchi, 
A-V  malformations,  and  congenital  anomalies  of 
the  arteries  (vascular  rings).  The  CT  scan  and 
MRI  often  show  foci  of  infection,  inflammation 
and  atelectasis,  but  cannot  differentiate  atelec- 
tasis from  pneumonia. 

Digital  subtraction  angiography  employs 
smaller  doses  of  contrast  media  and  may  identify 
vascular  lesions  constricting  the  airway,  or 
congenital  malformations  of  the  lung  (Table  9). 
Since  air  does  not  allow  penetration  of  the  ultra- 
sound beam,  ultrasound  of  the  chest  is  limited, 
but  it  can  identify  solid  vs.  cystic  lesions  and 
pleural  fluid  for  thoracentesis.  Bronchography 
has  largely  been  replaced  by  CT  scanning  of  the 
lungs.  Pulmonary  scintigraphy  is  helpful  for 
evaluating  congenital  heart  disease,  cystic 
fibrosis,  reflux,  scoliosis,  pectus  excavatum,  and 
pulmonary  embolus  (Table  9).  Pulmonary 
embolus  should  be  suspected  in  post-operative 
patients  with  prolonged  immobilization.  The 
diagnostic  clue  is  perfusion  without  ventilation 
(V/Q  mismatch). 

Percutaneous  diagnostic  and  therapeutic  in- 
terventional radiologic  procedures  continue  to  be 
part  of  the  expanded  role  of  the  pediatric 
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radiologist,  and  aid  in  a prompt  diagnosis  of 
pediatric  chest  disease. 

Prevention 

Certain  selected  populations  (i.e.,  functional  or 
anatomic  asplenia)  can  benefit  from  active  im- 
munization with  pneumococcal  and 
Haemophilus  influenza  vaccines.  The  new  im- 
proved H.  influenza  vaccines  for  young  infants 
will  hopefully  reduce  the  incidence  of  pneumonia 
in  infancy. 

Summary 

An  infant  or  child  with  recurrent/persistent 
pneumonia  requires  a careful  evaluation  to  deter- 
mine if  an  underlying  condition  may  be  treatable 
or  surgically  correctable. 

References 

1.  Alkin  DS,  Newell  JS.  Diagnostic  Imagingfor  Evaluation  of  the  Pediatric  Chest, 
in  Murphy  S,  Katz  R (ed.):  Pediatric  Pulmonary/Critical  Care,  Clinics  in  Chest 
Medicine,  Philadelphia,  W.  B.  Saunders,  1987,  641-660. 

2.  Alper  J,  Kegel  M.  Skin  Signs  in  Philmonary  Disease  in  Braman  (ed):  Pulmonary 
Signs  and  Symptoms,  Clinics  in  Chest  Medicine,  Philadelphia,  W.  B.  Saunders, 
1987,299-311. 

3.  Ambrosino  DM,  Siber  GR,  Chilmonczyk,  BA.  et  al.  An  immunodeficiency 
characterized  by  impaired  antibody  responses  to  polysaccharides.  N Engl  J Med. 
1987;316:790-793. 

4.  van  der  Baan  S,  Veerman  AJP,  Heidendahl  G,etal.  Respiration.  1987;52:69-75. 

5.  Baer  M,  Maki  M,  Turjanmaa  V,  et  al.  Esophagitis  and  findings  of  long-term 
esophageal  pH  recordings  in  children  with  repeated  lower  respiratory  tract  symp- 
toms. J Pediatr  Gastroenol  Nutr.  1986;5:187-190. 

6.  Barrett  DJ.  The  clinician’s  guide  to  pediatric  AIDS.  Contemporary  Peds. 
1988;5:24-47. 

7.  Bartlett  JG.  Diagnosis  of  Bacterial  Infections  of  the  Lungs,  in  Shure  D.  (ed): 
Diagnostic  Tfechniques,  Clinics  in  Chest  Medicine,  Philadelphia,  W.  B.  Saunders, 
1987,  199-134. 

8.  Behrman  RE,  Vaughn  V.  Nelson  Tbxtbook  of  Pediatrics(ed  13).  Philadelphia, 
W.  B.  Saunders,  1987,  461-480. 

9.  Bertrand  JM,  Riley  SP,  Popkin  J,  et  al.  The  long  term  pulmonary  sequelae  of 
prematurity:  The  role  of  family  airway  hyperactivity  and  the  respiratory  distress 
syndrome.  N Engl  J Med.  1985;313:742-745. 

10.  Bussel  J,  Lalezari  P,  Fikrig  S.  Intravenous  treatment  with  gamma-globulin 
of  autoimmune  neutropenia  of  infancy.  J Pediatr.  1988;112;298-301. 

11.  Bye  MR,  Bernstein  L,  Shak  K.  Diagnostic  bronchoalveolar  lavage  in  children 
with  AIDS.  Pediatr  Pulmono.  1987;3:425-428. 

12.  Chai  H,  Farr  RS,  Froelich  LA.  Standardization  of  bronchial  inhalation 
challenge  procedures.  J Allergy  Clin  Immunol.  1975;56:323-327. 

13.  Clement  BS,  Warner  J.  Pulmonary  sequestration  and  related  congenital 
bronchopulmonary-vascular  malformations:  nomenclature  and  classification 
based  on  anatomical  and  embryological  considerations.  Thorax.  1987;42:401408. 

14.  Colombo  JL,  Hallberg  TK.  Recurrent  aspiration  in  children:  lipid-laden 
alveolar  macrophage  quantitation.  Pediatr  Pulmonol.  1987;3:86-89. 

15.  Davies  SF,  Sarosi  GA.  Role  of  Serodiagnostic  'Ifests  and  Skin  Tests  in  the 
Diagnosis  of  Fungal  Disease,  in  Shure  D (ed):  Diagnostic  Techniques,  Clinics  in 
Chest  Medicine,  Philadelphia,  W.  B.  Saunders,  1987,  135-145. 

16.  Eigen  H,  Laughlin  JJ.  Recurrent  pneumonia  and  its  relationship  to  bronchial 
hyperactivity.  Pediatrics.  1982;70:698-704. 

17.  Fernald  GW,  Denny  FW,  Fairclough  DL.  Chronic  lung  disease  in  children  refer- 
red to  a teaching  hospital.  Pediatr  Pulmonol.  1986;2:27-34. 

18.  Florman  AL,  Cushing  AH,  Umland  ET.  Rapid  Non-Invasive  Techniques  for 
Determining  Etiology  of  Bronchitis  and  Pneumonia  in  Infants  and  Children  in 
Murphy  S,  Katz  R (eds):  Pediatric  Pulmonology/Critical  Care,  Clinics  in  Chest 
Medicine,  Philadelphia,  W B.  Saunders,  1987,  669-679. 


545 


Persistent/ Recurrent  Penumonia  - Craven 


YOCON* 

YOHIMBINE  HCI 


Descriptiofl;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^’^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 

References: 

1.  A,  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221.  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed,,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal  . The  Journal  of  Urology  128: 

45-47,  1982, 

Rev.  1/85 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


19.  Gergen  PJ,  Mullally  DI,  Evans  R.  National  survey  of  prevalence  of  asthma 
among  children  in  the  United  States,  1976-1980.  Pediatrics.  1988;81:1-7. 

20.  Gonzalez  LA,  Hill  HR.  Advantages  and  disadvantages  of  antimicrobial  pro- 
phylaxis in  chronic  granulomatous  disease  of  childhood.  Pediatr  Infect  Dis  J. 
1988;7:83-85. 

21.  Greenholz  SK,  Hall  RJ,  Lilly  JR.  Surgical  implications  of  bronchopulmonary 
dysplasia.  J Pediatr  Surg.  1987;22:1132-1136. 

22.  Handelsman  DJ,  Conway  AJ,  Boylan  LM,  et  al.  Obstructive  azoospermia  and 
chronic  sinopulmonary  infections.  N Engl  J Med.  1984;310:3-9. 

23.  Hansen-Flaschen  J,  Nordberg  J.  Clubbing  and  Hypertrophic  Osteoarthropathy 
in  Braman  S (ed.):  Pulmonary  Signs  and  Symptoms,  Clinics  in  Chest  Medicine, 
Dec.  1987,  287-298. 

24.  Hartman  GE,  Shochat  SJ.  Primary  pulmonary  neoplasms  of  childhood:  a 
review.  Ann  Thorac  Surg.  1983;36:18. 

25.  Johnson  JF,  Shlels  WE,  White  CB.  Concealed  pulmonary  abscess:  diagnosis 
by  computed  tomography.  1986;78:283-286. 

26.  Kendig  EL,  Chernick  V.  Disorders  of  the  Respiratory  Tract  in  Children  (ed 
4).  Philadelphia,  W.  B.  Saunders,  1983,  626-627. 

27.  Konig  P.  Asthma:  a pediatric  pulmonary  disease  and  a changing  concept. 
Pediatr  Pulmonol.  1987;3:264-275. 

28.  Kovacs  JA,  NG,  VL,  Masur  H,  et.  al.  Diagnosis  of  pneumoncystis  carinii 
pneumonia:  improved  detection  in  sputum  with  use  of  monoclonal  antibodies.  N 
EnglJ  Med.  1988;318:589-593. 

29.  Lewiston  NJ.  Bronchiectasis  in  children.  Pediatr  Clinics  of  N America. 
1984;31:865-878. 

30.  Logvinoff  MM,  Lemen  RJ,  Ihussig  LM,  et  al.  Bronchodilators  and  diuretics 
in  children  with  bronchopulmonary  dysplasia.  Pediatr  Pulmonol.  1985;1:198-203. 

31.  Malfroot  A,  Vandenplas  Y,  Piepsz  A.  Gastroesophageal  reflux  and  unexplained 
chronic  respiratory  disease  in  infants  and  children.  Pediatr  Pulmonol. 
1987;3:208-213. 

32.  Moran  JR,  Block  SM,  Lyerly  AD.  Lipid-laden  alveolar  macrophage  and  lac- 
tose assay  as  markers  of  aspiration  in  neonates  with  lung  disease.  J Pediatr. 
1988;112:643-645. 

33.  Olsen  MM,  Gauderer  MW,  Izant  RJ.  Surgery  in  patients  with  cystic  fibrosis. 
J Pediatr  Surg.  1987;22:613-618. 

34.  Page  R,  Friday  G,  Stillwagon  P Asthma  and  selective  immunoglobulin 
subclass  deficiency:  improvement  of  asthma  after  immunoglobulin  replacement 
therapy.  J Pediatr.  1988;113:127-131. 

35.  Roth  RM,  Gleckman  RA.  Recurrent  bacterial  pneumonia:  a contemporary 
perspective.  South  Med  J.  1985;78:573-579. 

36.  Schanker  HM,  Rajfer  J,  Saxon  A.  Recurrent  respiratory  disease,  azoospermia, 
and  nasal  polyposis:  a syndrome  that  mimics  cystic  fibrosis  and  immotile  cilia 
syndrome.  Arch  Intern  Med.  1985;145:2201-2203. 

37.  Schur  PE.  IgG  subclasses  - a review.  Ann  Allergy.  1987;58:89-99. 

38.  Schwarat  MW,  Charney  EG,  Curry  TA,  Ludwig  S.  Principles  and  Practice  of 
Clinical  Pediatrics.  Chicago,  Year  Book  Medical  Publishers,  Inc.,  1987,  443. 

39.  Sheppard  D.  Adverse  pulmonary  effects  of  air  pollution.  Immunol  Allergy 
Pract.  1984;6;25. 

40.  Silverman  FN.  Caffey’s  Pediatric  X-Ray  Diagnosis  (ed  8).  Chicago,  Year  Book 
Med.  Publishers,  Inc.,  1985,  1209. 

41.  Smith  TF.  Immunodeficiency  in  chronic  pediatric  respiratory  illness.  Hosp 
Prac.  1986;August  15:143-158. 

42.  Smith  TF,  Ireland  TA,  Zaatari  GS,  et  al.  Characteristics  of  children  with  en- 
doscopically  proved  chronic  bronchitis.  Am  J Dis  Child.  1985;139:1039-1044. 

43.  Tbussig  LM,  Smith  SM,  Blumfield  R.  Chronic  bronchitis  in  childhood:  what 
is  it?  Pediatr.  1981;67;1. 

44.  Thomassen  MJ,  Demko  CA,  Doershuk  CF.  Cystic  fibrosis:  a review  of 
pulmonary  infections  and  interventions.  Pediatr  Pulmonol.  1987;3:334-351. 

45.  Turner  JAP.  Clinical  expression  of  immotile  cilia  syndrome.  Pediatr. 
1981;67:805-815. 

46.  Umetsu  DT,  Ambrosino  DM,  Quinti  I,  et  al.  Recurrent  sinopulmonary  infec- 
tion and  impaired  antibody  response  to  bacterial  capsular  polysaccharide  antigens 
in  children  with  selective  IgG  subclass  deficiency.  N Engl  J Med. 
1985;313:1247-1251. 

47.  Van  Sonnenberg  E,  Wittich  GR,  Edwards  DK,  et  al.  Percutaneous  diagnostic 
and  therapeutic  interventional  radiologic  procedures  in  children:  experience  in 
100  patients.  Radiology.  1987;152:601-605. 

48.  Wald  ER,  Dashefsky  B,  Byers  C.  Frequency  and  severity  of  infections  in  day 
care.  J Pediatr.  1988;112:540-546. 

49.  Wildin  SR,  Chonmaitree  T,  Swischuk  LE.  Roentgenographic  features  of  com- 
mon pediatric  viral  respiratory  tract  infections.  Am  J Dis  Child.  1988;142:43-46. 

50.  Wood  RE,  Postma  D.  Endoscopy  of  the  airway  in  infants  and  children.  J Pediatr. 
1988;112:1-6. 

51.  Zwerdling  R.  Abnormalities  of  Lung  Growth  and  Development  in  Murphy  S, 
Katz  R (eds):  Pediatric  Pulmonology/Critical  Care,  Clinics  in  Chest  Medicine, 
Philadelphia,  W.  B.  Saunders,  1987,  711-719. 


Del  Med  Jrl,  September  1991-Vol.  63,  No.  9 


546 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


When  It  comes  to 
Financial  planning. 


Leo  Strine,  CLU  ChFC 


LEO  STRINE,  CLU,  ChFC 
sees  what  sets  you  apart. 

Today,  everyone  needs  a financial  plan.  But  no 
one  plan  is  right  for  everyone.  That’s  why  Leo 
Strine  brings  you  the  personal  financial 
planning  of  Acacia  Financial  Concepts,  The 
Acacia  Group’s  unique  approach  to  this  essen- 
tial service. 

We  look  at  the  differences. 

Many  people  selling  “financial  planning”  today 
offer  the  same  answer  to  every  problem,  or 
see  the  same  problem  in  every  family.  That’s 
because  they’re  simply  using  a computer  program  to  help  them  sell 
a specific  product. 

At  the  Acacia  Group,  we  also  use  an  excellent  computer  program  — 
as  a tool.  And  we  offer  a whole  range  of  products  to  help  you  carry 
out  your  plan.  But  first  we  seek  out  the  differences  a computer  can’t 
see  — your  goals,  your  dreams,  your  aspirations  — and  factor  those 
elements  into  a financial  plan  we  feel  is  truly  right  for  you.  Just 
because  you  currently  have  the  same  income,  family  size  and  age 
as  your  neighbor  doesn’t  mean  you  should  have  the  same  financial 
plan.  Instead,  we  can  create  one  that’s  right  for  you. 

Insurance.  Investments.  Strategic  management. 

Leo  Strine  can  provide  complete  financial  planning  or  help  you  with 
any  of  its  components  alone,  from  insurance  to  investments  to 
estate  planning,  even  business  planning  and  strategic  management. 
It’s  all  backed  by  the  more  than  100  years  of  experience  of  The 
Acacia  Group,  and  it’s  as  close  as  your  telephone.  Call  Leo  Strine, 
CLU,  ChFC,  Registered  Representative,  Investment  Advisory  Associate, 
Calvert  Securities  Corporation. 

Financial  planning  and  investment  services  offered  through  Calvert  Securities 
Corporation,  a member  of  The  Acacia  Group. 


The  Acacia  Group® 


800  Delaware  Ave.,  Suite  100 
Wilmington,  DE  19801 

(302)  656-5473 

Creating  windows  of  financiai  opportunity  since  1869 


/ 


SCIENTIFIC  REPORT 


Brown-Sequard  Syndrome 
Following  Cervical  Spine  Compression  Fracture 


Pamela  J.  Zorn,  M.D. 


Brown-Sequard  Syndrome  is  most  commonly 
caused  by  penetrating  trauma  to  the  spinal  cord. 
The  case  of  a 15-year-old  male  who  developed 
Brown-Sequard  Syndrome  following  blunt 
cervical  spine  trauma  sustained  in  an 
automobile  accident  is  presented.  Brown- 
Sequard  Syndrome  is  rarely  seen  following  blunt 
trauma;  however,  one  must  be  suspicious  so  as  not 
to  overlook  this  type  of  lesion. 

Introduction 

Brown-Sequard  Syndrome  (BSS)  results  from 
an  injury  that  produces  a functional  hemisection 
of  the  spinal  cord.  Clinically  one  sees  an 
ipsilateral  loss  of  motor  function  and  a 
contralateral  sensory  deficit  below  the  level  of  the 
lesion.  It  is  reported  most  often  in  the  literature 
following  penetrating  trauma.  This  report 
describes  the  rare  occurrence  of  BSS  resulting 
from  blunt  trauma  to  the  spinal  cord. 


Dr.  Zorn  is  associated  with  the  Department  of  Emergency  Medicine,  Medical 
Center  of  Delaware,  Wilmington,  Delaware. 

Del  Med  Jrl,  September  1991-Vol.  63,  No.  9 


Case  Report 

A 15-year-old  male  was  brought  by  paramedics 
to  the  emergency  department  having  been 
involved  in  a two-car  motor  vehicle  accident.  The 
patient  was  an  unrestrained  back-seat  passenger 
in  a car  traveling  approximately  45  mph,  which, 
as  it  crossed  an  intersection,  struck  another  car 
broadside.  The  patient  was  thrown  over  the  front 
seat,  striking  the  windshield  with  his  head.  He 
denied  loss  of  consciousness,  but  stated  that  he 
was  unable  to  move  his  extremities  for  a short 
period  of  time  following  the  impact.  When  he  was 
able  to  move,  he  noted  a feeling  of  “pins  and 
needles”  radiating  down  both  upper  extremities. 
Upon  arrival  in  the  emergency  department,  the 
patient  was  awake  and  alert  lying  flat  on  a 
backboard  with  a “stiff  neck”  collar  in  place.  He 
was  complaining  of  diffuse,  ill-defined  pain  in 
both  hands  and  left  lower  leg.  He  denied  head, 
neck,  chest,  or  abdominal  pain,  as  well  as  visual 
disturbances  or  nausea.  His  past  medical  history 
was  unremarkable;  he  had  no  drug  allergies  and 
was  on  no  medications. 
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Initial  vital  signs  were  as  follows:  temperature, 
36.3  C;  blood  pressure,  128/88;  pulse,  68; 
respiratory  rate,  16.  The  patient  was  a well- 
developed  15-year-old  white  male.  Examination 
of  the  head  revealed  a 3 cm.  scalp  laceration  at 
the  vertex  of  the  head.  The  right  pupil  was  4 mm.; 
the  left,  3 mm.;  both  were  briskly  reactive.  The 
remainder  of  the  head  exam  was  normal.  The 
neck  exam  was  deferred  until  X-rays  could  be 
obtained.  The  back,  chest,  cardiovascular, 
abdominal,  and  pelvic  exams  were  not 
remarkable.  Examination  of  the  extremities 
revealed  a small  abrasion  of  the  left  anterior 
lower  leg.  There  was  pain  in  the  left  hand  and 
forearm  that  was  difficult  to  localize. 
Neurological  exam  revealed  a patient  that  was 
awake,  alert,  and  oriented  to  person,  place,  and 
time,  responding  appropriately  to  questions  and 
commands.  Cranial  nerves  were  intact.  The 
patient  was  moving  all  four  extremities 
spontaneously,  but  initial  exam  revealed  only  4/5 
strength  in  the  left  wrist  extensors,  triceps 
muscle,  and  dorsi  and  plantar  flexors  of  the  left 
lower  extremity.  Right-sided  motor  function  was 
5/5  throughout.  Sensory  exam  revealed  a 
hyperesthetic  left  upper  extremity  and  a right 
hemianesthesia  to  pinprick  extending  caudally 
from  about  the  nipple  line,  although  poor  patient 
cooperation  during  the  initial  examination  made 
the  suggested  level  somewhat  unreliable. 

Initial  laboratory  studies  revealed  WBC, 
8.6/mm^  (74  percent  neutrophils,  21  percent 
lymphocytes,  and  5 percent  monocytes); 
hemoglobin,  15.6  gm/dl;  hematocrit,  45.8 
percent;  platelets,  298/mm®;  glucose,  94  mg/dl; 
sodium,  142  mEq/L;  BUN,  12  mg/dl;  and 
creatinine,  0.9  mg/dl.  The  urine  dipstick  was 
negative  for  blood.  Cervical  spine  radiograph 
revealed  a C5  compression  fracture  with  a 2 mm. 
to  3 mm.  anterior  displacement  of  the  body  of  C5, 
and  narrowing  of  the  disc  space  at  C4-C5  (Figure 
1).  Bony  fragments  extended  anterior  to  the  C5 
vertebral  body.  CAT  scan  of  the  head  was  within 
normal  limits. 

The  patient’s  neck  remained  immobilized 
initially  by  a semirigid  cervical  collar  and  sand- 
bags while  a neurosurgeon  was  consulted.  The 
scalp  laceration  was  repaired.  Prior  to  transfer  to 
the  intensive  care  unit,  immobilization  and 
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Figure  1.  Lateral  cervical  spine  radiograph 
demonstrating  C5  compression  fracture. 


alignment  were  secured  with  Gardner  Wells 
skull  tongs. 

CAT  scan  of  the  cervical  spine  obtained  after 
admission  showed  a vertical  fracture  through  the 
body  of  C5  with  mild  separation  of  the  major 
fragments  posteriorly.  There  was  also  a fracture 
of  the  lamina  of  C5  with  medial  posterior 
displacement  (Figure  2). 
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During  his  hospital  course,  the  patient  made 
slow  and  steady  progress  with  physical  therapy. 
The  skull  tongs  were  removed  after  six  weeks.  He 
was  discharged  from  the  hospital  after  seven 
weeks  with  instructions  to  wear  a collar  when 
standing.  At  the  time  of  discharge  he  walked  with 
a slight  limp,  and  had  residual  left  sided 
weakness  with  mild  dyspraxia  of  his  left  hand. 

Discussion 

Brown-Sequard  first  described  a syndrome  in 
1846  of  patients  with  hemiplegia  and 
contralateral  sensory  loss.^  BSS  results  from  a 
lesion  that  produces  a functional  hemisection  of 
the  spinal  cord.  The  etiology  is  most  often  a 
penetrating  injury  caused  hy  a knife  or  gunshot 
wound. It  has  also  been  reported  in  the 
literature  to  occur  secondary  to  cervical  spon- 
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dylosis,^  epidural  hematoma,®  meningioma,® 
malignant  pheochromocytoma,^  arachnoid  cyst,® 
meningitis,®  and  chemical  transection  secon- 
dary to  heroin  injection.^® 

One  must  recall  the  anatomy  of  the  spinal  cord 
and  tracts  in  order  to  understand  the  manifesta- 
tions of  a spinal  cord  hemisection.  There  are  two 
major  ascending,  or  sensory,  pathways,  and  one 
major  descending  (motor)  pathway  that  are 
affected  (Figure  3).  The  posterior,  or  dorsal, 
columns  convey  position  and  vibration  sense. 
They  begin  with  cell  bodies  in  the  dorsal  root 
ganglia.  These  fibers  then  travel  in  two  tracts: 
the  fasciculus  cuneatus  and  the  fasciculus 
gi'acilis.  The  fasciculus  cuneatus  travels  lateral 
to  the  fasciculus  gracilis  and  carries  sensation 
from  the  upper  extremities.  The  fasciculus 
gracilis  carries  fibers  originating  in  the  lower 
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Posterior  white  column 
(ipsiloterol  symptoms 
below  level  of  lesion) 


Lateral  spinothalamic  tract 
(bilateral  loss  of  pain  and 
temperature  in  segment(s)of 
lesion;  contralateral  loss 
of  these  sensory  modolities 
below  level  of  lesion  ) 


Ventral  root  fibers 
(ipsiloterol  lower  motor 
neuron  syndrome  in 
segments  of  lesion 


Loterol  corticospinal  tract 
(ipsiloterol  upper  motor 
neuron  syndrome  below 
level  of  lesion) 


Anterior  spinothalamic  tract 
(ipsiloterol  light  touch  present 
below  level  of  lesion  but  diminished) 


Lesion  | | 

Tzn 


Intact  fibers 

Degenerated 
fibers 


Lateral 

spinothalamic 

tract 


Intact  anterior 
spinothalamic 
tract 


Figure  3.  Diagram  of  spinal  cord  cross  section  demonstrating  motor  and  sensory  pathways. 
(Reprinted  with  permission  from  Trues,  Raymond,  Carpenter.  Human  Neuroanatomy.  Ed  6. 
Baltimore,  The  Williams  and  Wilkins  Co.  1969). 


extremities.  Both  pathways  ascend  ipsilaterally 
to  terminate  in  the  nucleus  cuneatus  and  gracilis 
respectively.  Interruption  of  these  fibers  in  the 
spinal  cord,  therefore,  will  produce  ipsilateral  loss 
of  position  and  vibration  sense  below  the  level  of 
the  lesion. 

The  other  major  sensory  tract,  the 
spinothalamic  tract,  conveys  pain  and 
temperature  sensation.  The  cell  bodies  are  also 
in  the  dorsal  root  ganglia  but  ascend  one  or  two 
levels  in  Lissauer’s  tracts  before  crossing  in  the 
anterior  white  commissure.  They  then  ascend  to 
synapse  in  the  thalamus.  Damage  to  these  tracts 
will  lead  to  loss  of  pain  and  temperature  sense 
contralaterally  one  or  two  levels  below  the  level 
of  the  lesion.  The  ventral  spinothalamic  tracts 
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carry  light  touch  and  pressure.  These  tracts  are 
bilateral  and  virtually  unaffected  by  a lesion  to 
one  side  of  the  cord. 

Voluntary  motor  function  is  carried  in  the 
lateral  and  ventral  corticospinal  tracts.  These 
fibers  descend  from  the  precentral  gyrus  of  the 
frontal  lobe.  Eighty-five  percent  of  the  fibers 
decussate  at  the  lower  end  of  the  medulla, 
making  up  the  lateral  tracts.  The  other  15 
percent  descend  uncrossed  in  the  ventral  tracts. 
Together  they  synapse  on  anterior  horn  cells  in 
the  spinal  cord  which  control  voluntary  motor 
function.  A lesion  here  results  primarily  in 
ipsilateral  hemiplegia  below  the  level  of  the 
lesion. 
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From  the  above  it  is  apparent  that  the  BSS  will 
produce  ipsilateral  hemiplegia  and  loss  of 
position  and  vibration  sense  below  the  level  of  the 
lesion,  with  contralateral  loss  of  pain  and 
temperature  sensation  one  or  two  levels  below 
the  level  of  the  lesion.  Light  touch  and  pressure 
sensations  are  spared  due  to  bilateral  conduction 
by  the  ventral  spinothalamic  tracts.” 

There  are  two  other  types  of  incomplete  spinal 
cord  injuries.  The  central  cord  syndrome  involves 
a lesion  to  the  center  of  the  spinal  cord,  usually 
the  result  of  a hyperextension  injury.  It  produces 
motor  impairment  that  is  greater  in  the  upper 
extremities  due  to  the  central  location  of  these 
fibers  in  the  corticospinal  tracts.  The  anterior 
cord  syndrome  is  characterized  by  complete 
motor  loss  below  the  level  of  the  lesion  with  intact 
posterior  column  function  (vibration,  position, 
touch).  It  is  most  commonly  caused  by  anterior 
spinal  artery  insufficiency  or  a vertebral  injury 
that  compresses  the  anterior  portion  of  the 
cord.^^'^^  This  patient  had  loss  of  motor  function 
on  only  one  side  that  was  relatively  equal  in 
upper  and  lower  extremities,  thus  does  not  fit 
either  of  these  two  other  patterns. 

The  BSS  is  usually  caused  by  a penetrating 
lesion  to  the  spinal  cord.  In  one  report,  1,600 
patients  admitted  with  spinal  cord  injuries  were 
studied.  Greater  than  25  percent  of  the  injuries 
were  due  to  stab  wounds,  and  over  50  percent  of 
these  had  BSS  reported.”  Koehler  et  al  reviewed 
600  reported  cases  of  BSS  and  published  a 
comprehensive  table  of  etiologies.^  This  case  was 
unusual  in  that  the  lesion  resulted  from  blunt 
trauma  with  no  radiologic  evidence  of  bone  frag- 
ment transecting  the  cord.  There  are  few  cases 
reported  in  the  literature  of  BSS  due  to  blunt 
trauma  since  a functional  hemisection  of  the  cord 
must  be  produced.  Chechick  et  al  reported  a case 
of  BSS  associated  with  brachial  plexus  injury  from 
cervical  spine  trauma  in  an  automobile  accident.” 
They  postulated  the  mechanism  to  be  unilateral 
fracture  of  an  articular  process  with  rotational 
subluxation.  In  this  case,  the  fractm’e  of  the 
vertebral  body  and  lamina  may  have  either  directly 
traumatized  the  cord  or  caused  a hematoma  which 
impinged  upon  the  cord.  Magnetic  resonance  im- 
aging may  have  better  answered  this  question. 
This  case  illustrates  the  importance  of  considering 
the  BSS  in  blunt  spinal  cord  trauma. 

Del  Med  Jrl,  September  1991-Vol.  63,  No.  9 


Summary 

This  case  describes  an  unusual  etiology  of  BSS. 
The  syndrome  usually  results  from  penetrating 
and  not  blunt  trauma.  In  this  case,  a functional 
cord  hemisection  was  produced  by  blunt  trauma. 
The  patient  did  well  and  was  discharged  with 
mild  residual  deficits.  This  case  illustrates 
another  cause  for  BSS. 
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genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduclion  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  ol  the  aortic  arch,  and  cutaneous 
edema  m 1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  l fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  poiential  risk  to  the  fetus. 

Nursing  Mof/iers- Studies  in  lactating  women  have  shown  that  0.1%  ol  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  ol 
growth  depression  in  pups  reared  by  treated  tactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  i/se-Salety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Paf/errfs- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

AdverS6  Reactions;  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  ol 
less  common  events  were  due  to  the  drug. 

Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  S6PT  and,  in  a single  instance, 
SGPT  was  >2.000  lU/L.  The  incidence  ol  elevated  liver  enzymes  overall  and 
elevalions  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Hare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS-Rare  cases  ol  reversible  mental  confusion  have  been  reported 

Endocrine -C\\nica\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Wemafo/og/c- Fatal  thrombxytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

/r?/egu/nerj/a/-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity- with  other  Hj-receptor  antagonists,  rare  cases  ol  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported, 

Of/ier- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  ol  /Uid  have  been  reported  rarely,  It  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  ni^lidine  due  to  its  large  volume  of  distribution 
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THE  VALUE  OF  CLUSTER  AND  ENVIRONMENTALLY 
RELATED  CANCER  STUDIES  IN  DELAWARE 


Robert  W.  Frelick,  M.D, 
Allan  Topham,  ART  CTR 


INTRODUCTION 


Over  the  last  two  decades  Americans  have 
) become  much  more  aware  and  concerned  over 
I the  possible  health  effects  of  environmental 
) pollution.  As  a result,  the  number  of  requests 
(received  by  federal  and  state  health  agencies 
(to  investigate  “clusters”  of  cancers,  birth 
i defects,  etc.  have  increased  significantly.  The 
' Centers  for  Disease  Control  (CDC)  of  the  U.S. 
. Department  of  Health  and  Human  Services  has 
essentially  ceased  its  involvement  in  these 
studies  because  they  have  taken  too  much  time 
I and  energy  in  relation  to  the  findings. 

Differences  in  cancer  incidence  worldwide 
1 have  pointed  to  some  interesting  relationships 
) between  geography  and  cancer  which  in  turn 
have  facilitated  hypotheses  regarding  factors 
1 associated  with  the  development  of  cancer. 
However,  studies  on  a local  community  level 
1 have  rarely  rielded  valuable  information  in 
I this  regard.  TTie  strongest  statistical  evidence 
> to  date  supports  the  role  of  diet,  lifestyle  and 
I heredity  as  much  stronger  factors  relating  to 

Dr.  Frelick  is  a Medical  Oncologist  currently  working  as 
' Medical  Director  for  Chronic  Diseases,  DE  Health  and  Social 
Services. 

' Allan  Topham  is  Director  of  the  Delaware  Tumor  Registry 
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the  risk  of  cancer.  As  for  air  and  water 
contamination,  it  has  been  estimated  that 
“pollution  accoimts  for  at  most  1 to  5 percent 
of  all  cancer  deaths.”^ 

TYPES  OF  STUDIES 

There  are  essentially  two  types  of  investiga- 
tions: one  type  begins  with  a known  health 
hazard  - a toxic  dump,  for  instance  - and 
investigators  try  to  discover  whether  it  has 
been  associated  with  an  increase  in  cancer  in 
those  who  may  have  been  exposed.  The  other 
type  of  study  is  related  to  reported  cancer 
“clusters.”  A cluster  is  defined  as  “an  unusual 
aggregation,  real  or  perceived,  of  health  events 
that  are  grouped  together  in  time  and  space 


ABOUT  THIS  ISSUE  . . . 

Cancer  Currents  was  previously  published 
by  the  Delaware  Health  and  Social  Serv- 
ices, Department  of  Public  Health.  Though 
still  written  and  produced  by  their  staff, 
future  editions  will  be  published  here  as  a 
regular  feature  in  the  Delaware  Medical 
Journal. 
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and  that  are  reported  to  a health  agency.”^  In 
this  latter  type  of  study  investigators  first 
evaluate  the  nature  of  the  cluster  to  determine 
whether  there  is  actually  more  cancer  than 
normal,  and  then  try  to  find  a possible  associa- 
tion or  exposure  that  might  explain  the  abnor- 
mality. 

During  recent  years  Delaware’s  Tumor  Reg- 
istry, operated  by  Delaware  Health  and  Social 
Services,  has  responded  to  increasing  numbers 
of  calls  from  concerned  citizens  regarding 
what  they  feel  are  abnormal  numbers  of  cancer 
cases  in  their  community.  In  most  instances, 
education  regarding  the  nature  and  complex- 
ity of  cancer  suffices  to  explain  the  observa- 
tions; however,  more  detailed  studies  have  at 
times  been  conducted.  No  study  conducted  in 
recent  years  has  revealed  any  firm  correlation 
between  the  cancer  incidence  in  a community 
and  known  or  suspected  exposures  to  area  toxic 
emissions.  This  is  not  to  say  that  the  studies 
were  not  of  value,  as  findings  often  high- 
lighted known  occupational  risks  and  corrobo- 
rated other  previously  reported  findings  of 
late  diagnosis  among  certain  socioeconomic 
subgroups  in  Delaware. 

CLAYMONT  AREA  CANCER  STUDY 

A 1988  study  of  cancer  in  the  Claymont  area 
(near  the  former  Citisteel  plant)  illustrates 
these  points.  Environmental  Protection  Agency 
(EPA)  reports  had  documented  several  known 
carcinogens  in  material  dumped  in  and  around 
the  former  steel  plant’s  buildings.  Further 
investigation  showed  a possible  exposure  to 
area  residents  from  windblown  particles.  A 
two-tiered  cancer  study  was  undertaken  at  the 
request  of  a concerned  community  group  to 
evaluate  cancer  incidence  in  both  the  immedi- 
ate vicinity,  and  in  the  wider  neighborhood  (a 
little  more  than  a mile  out  from  the  plant). 

In  evaluating  the  data,  few  significant  dif- 
ferences were  found  between  the  Claymont 
area  and  the  cancer  rates  in  the  entire  New 
Castle  County  region.  For  example,  during  the 
period  from  1980  to  1985,  sixty-two  people  in 
the  Claymont  area  were  diagnosed  with  lung 
cancer  compared  to  an  ‘expected’  number  of 
63.5  cases  based  on  county  rates.  The  malig- 


nancies that  were  found  to  be  margina,/ 
elevated  in  the  Claymont  area  were  leukeni 
in  women  and  malignant  mesothelioma  in  m( . 
The  leukemia  cases  were  not  considered  to  : 
significant  because  upon  review  they  we: 
found  to  be  of  several  different  types.  To  pi 
it  another  way,  if  a chemical  carcinogen  we: 
to  be  the  cause  of  an  increase  of  leukemia,  t : 
cases  would  most  likely  be  of  the  same  hist 
ogic  type. 

Mesothelioma,  a rare  cancer  involving  t; 
pleura,  is  known  to  be  related  to  asbestj 
exposure,  a substance  found  at  the  Citish- 
facility.  A review  of  patient  occupatioi! 
histories  was  undertaken  and  revealed  sign: 
cant  job  related  exposures  to  this  mineral  ii  ' 
of  the  4 men  diagnosed  with  the  disease.  T : 
workplace  was  believed  to  be  the  likely  meth : 
of  exposure  for  these  individuals  rather  th 
their  residential  proximity  to  the  Citistr 
plant. 

LIMITATIONS  OF  CLUSTER  STUDIES 

There  are  several  obvious  limitations  to  su 
studies.  One  is  the  long  interval  between  ti 
exposure  of  a carcinogen  and  the  developmei 
of  a cancer.  For  example,  it  takes  about  i 
pack  years  of  smoking  to  significantly  incres 
the  incidence  of  lung  cancer  from  tobacd 
Also,  because  many  people  move,  exposure 
toxins  from  a nearby  waste  dump  or  manuh 
turing  plant  may  be  more  likely  to  affect  the 
who  lived  there  for  twenty  years  and  mov 
away  than  the  person  who  moved  to  the  ar 
the  year  before. 

Birth  defects  and  multiple  types  of  canc( 
do  not  arise  from  one  environmental  tox 
This  fact  is  little  understood  by  the  averaj 
citizen  who  does  not  usually  distinguish 
tween  a colon  cancer  that  occurred  five  ycci 
ago  or  a cancer  of  the  oropharynx  in  a hea 
smoker  and  alcohol  abuser  diagnosed  six  moni 
before. 

Another  factor  which  limits  the  usefulnt 
of  most  cluster  studies  is  that  in  order  to  defi 
the  population  to  be  studied  it  usually! 
necessary  to  have  some  data  on  populati 
numbers  in  a neighborhood  such  as  is  found 
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census  tract  data.  Occasionally  ZIP  codes  can 
be  used,  but  in  either  case  the  region  to  be 
studied  may  straddle  two  census  tracts  or  may 
only  include  a small  portion  of  a census  tract 
so  that  positive  findings  on  two  adjacent 
streets  may  be  diluted  by  the  cancer  incidence 
within  the  whole  census  area. 

An  important  limitation  of  all  cluster  inves- 
tigations is  the  factor  of  chance.  Stated 
simply,  “if  a disease ’s  occurring  essentially  at 
random,  some  clustering  will  arise  by  chance 
alone,  and  if  enough  people  are  looking  for  it, 
some  are  bound  to  find  it . . . These  clusters  are 
analogous  to  the  sharpshooter  who  shoots  his 
rifle  at  the  side  of  a barn  and  then  carefully 
draws  a circle  around  an  aggregation  of  bullet 
holes,  so  that  most  of  the  holes  pass  through  the 
middle  of  this  bull’s-eye.”^  Once  you  have 
identified  a clustering  of  cancers  (or  other 
diseases)  it  is  essentially  impossible  to  deter- 
mine whether  it  is  real  or  a product  of  random 
variation. 

In  light  of  these  limitations  there  is  still  some 
value  in  continuing  such  investigations.  His- 
torically most  of  the  findings  which  did  relate 
an  environmental  factor  to  a certain  type  of 
cancer  were  picked  up  almost  by  chance  by  the 
study  of  significant  cancer  clusters.  Two 
examples  are  noteworthy:  the  relation  of  vinyl 
chloride  exposure  to  a rare  cancer  of  the  liver, 
and  the  use  of  diethylstilbestrol  (DES)  in 
pregnant  women  (to  prevent  miscarriage)  to  a 
rare  vaginal  cancer  in  the  daughters  some 
twenty  years  after  the  exposure  in  utero.'^ 

In  a recent  nationwide  study  of  the  possible 
relationship  of  leukemia  and  the  proximity  to 
a nuclear  reactor,  no  definite  associations 
could  be  found.  This  does  not  mean  leads 
should  not  be  followed  up,  but  it  does  point  to 
the  importance  of  occupational  studies.  In 
other  words,  it  may  be  of  greater  value  to  study 
the  long  term  health  of  workers  exposed  over 
a period  of  years  to  common  workplace  prod- 
ucts, than  to  expect  to  find  such  associations  in 
relation  to  the  communities  in  which  they  live. 
Further,  it  might  be  more  fruitful  to  examine 
miscarriage  rates  and  infant  development 
findings  since  the  time  period  from  exposure 
to  result  is  far  shorter. 
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THE  STATE’S  ROLE  IN 
CANCER  INVESTIGATIONS 

Several  notable  initiatives  have  been  under- 
taken by  the  DHSS  Division  of  Public  Health: 
(1)  Delaware  has  maintained  a tumor  registry 
since  1972,  allowing  for  sophisticated  analyses 
of  observed  versus  expected  cancer  cases  for 
census  tract  areas  throughout  the  state;  (2) 
Nearing  completion  is  a policy  designed  to 
both  coordinate  and  direct  response  to  cluster 
reports  in  the  community;  (3)  A long  term 
cancer  mapping  project  being  conducted  by 
the  State  Tumor  Registry  has  potential  to 
provide  epidemiological  clues  as  to  possible 
causative  factors  previously  unknown. 

Statewide  mapping  of  cancer  and  the  result- 
ing comparisons  of  communities  with  high 
incidence  versus  low  incidence  may  have  a 
possible  role  in  the  ongoing  study  of  the  causes 
of  cancer;  however,  they  are  very  complex  to 
undertake.  Not  only  do  analysts  have  to 
account  for  the  ‘random’  factor  in  disease 
incidence,  they  must  also  try  to  sort  out  the 
environmental  versus  lifestyle  factors  involved 
in  the  communities  under  study. 
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DELEGATE'S  REPORT 


1991  Annual  Meeting  of  the  House  of  Delegates 


Daniel  A.  Alvarez,  M.D. 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  111.,  from  June  23 
through  27,  1991.  The  Medical  Society  of 
Delaware  was  represented  by  Delegates  Daniel 
Alvarez,  M.D.;  Favel  Chavin,  M.D.;  and  Peter 
Coggins,  M.D.  President  Ali  Hameli,  M.D.,  and 
Executive  Director  Mark  Meister  also  attended 
the  meeting. 

The  1991  Annual  Meeting  of  the  House  of 
Delegates  was  composed  of 442  seated  delegates, 
which  included  delegates  from  four  new  special- 
ty societies:  The  American  Medical  Directors 
Association,  the  Society  of  Cardiovascular  and 
Interventional  Radiology,  The  Society  of  Critical 
Care  Medicine,  and  The  American  Orthopedic 
Foot  and  Ankle  Society.  In  addition  to  delegates 
representing  state  and  specialty  societies, 
delegates  were  present  representing  medical 
students,  medical  schools,  residents,  the  military, 
USPHS,  and  the  VA. 


Dr.  Alvarez  is  chairman  of  the  Medical  Society  of  Delaware’s  AMA  Delegation. 


The  House  of  Delegates  considered  106  reports 
and  263  resolutions  dealing  with  various  issues 
of  public  health,  science,  and  socioeconomics.  The 
Medical  Society  of  Delaware  had  submitted  two 
resolutions  to  the  AMA  for  consideration  by  the 
House  of  Delegates.  The  one  which  was  presented 
by  Dr.  Rhoslyn  Bishoff  and  supported  by  Kent 
County  members,  and  dealt  with  intrusion  of 
third  parties  into  the  physician/patient  relation- 
ship was  accepted  as  informational  and  not 
considered  as  a separate  business  because  a joint 
report  addressing  this  issue  was  already  on  the 
agenda.  The  report  concluded  that  attempts  to 
alter  the  standard  of  care  in  order  to  save  money 
ignores  the  physician’s  traditional  commitment 
to  provide  the  best  possible  care  to  the  patient. 
It  further  states  that  any  degradation  of  the  stand- 
ard of  care  must  be  the  result  of  a fully  informed 
public  and  the  proper  forum  for  making  changes 
in  the  standard  of  care  to  save  money  is  in  the 
legislative  arena.  In  the  interim,  the  physician 
must  continue  to  place  the  patient’s  welfare  as 
his  primary  concern,  and  he  must  exert  strong 
responsible  leadership  in  any  decisions  that 
attempt  to  alter  the  standard  of  care. 
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The  second  Medical  Society  of  Delaware  resolu- 
tion, submitted  by  Dr.  Harry  Lehman,  addressed 
the  shortage  of  primary  care  physicians  in  rural 
areas.  It  asked  the  AMA  to  encourage  medical 
schools  and  resident  programs  to  include  rota- 
tions into  rural  areas  so  that  young  physicians 
might  know  the  benefits  and  attractions  of  rural 
medicine.  This  resolution  was  considered  by 
Reference  Committee  C,  where  it  was  given 
unanimous  support  and  was  subsequently  passed 
by  the  House  of  Delegates. 

In  a related  issue,  delegates  lined  up  to  support 
resolutions  against  the  “gag”  rule  which  would 
have  barred  physicians  from  discussing  abortion 
as  an  option  in  federally  funded  clinics.  The  doc- 
tors said  that  abortion  was  not  the  issue,  but  the 
government’s  interference  in  the  doctor/patient 
relationship.  The  AMA  House  of  Delegates  passed 
a resolution  in  which  it  “strongly”  condemned 
any  interference  by  the  government  or  other  third 
party  that  causes  a physician  to  compromise  his 
medical  judgement  as  to  what  information  or 
treatment  is  in  the  best  interest  of  the  patient. 

AIDS  issues  probably  received  the  most  media 
attention  at  the  Annual  Meeting,  partly  because 
of  the  demonstrations  staged  by  activists  outside 
the  Hilton,  site  of  the  meeting  in  Chicago.  The 
House  voted  that  the  AMA  should  support  HIV 
testing  of  physicians  and  other  health  care 
workers  in  appropriate  situations.  The  AMA 
agreed  that  high-risk  physicians,  such  as 
surgeons,  ER  physicians  and  others  doing  high- 
risk  procedures,  should  submit  to  testing.  The 
Board  is  charged  with  the  development  of  policy 
that  would  outline  the  specifics,  such  as  which 
physicians  should  be  tested  and  how  often. 
Various  delegates  voiced  the  opinion  that  those 
physicians  who  are  HIV  positive  have  an 
obligation  to  tell  their  patients. 

In  addition,  the  House  voted  to  adopt  another 
policy  for  routine  HIV  testing.  They  said  that 
hospitals,  clinics  and  physicians  should  adopt 
routine  HIV  testing  based  on  their  local 
circumstances  and  that  state  medical  societies 
should  seek  modification  of  state  laws  that 
restrict  local  hospitals  and  other  medical 
facilities  from  initiating  routine  testing  pro- 
grams. There  was  much  comment  among 
delegates  that  HIV  testing  should  be  treated  no 
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differently  than  testing  for  any  other  com- 
municable disease.  The  delegates  agreed  that  in  | 
many  cases,  verbal  consent  for  testing  is  all  that 
should  be  required. 

The  new  Medicare  physician  payment  system, 
RBRVS,  probably  received  the  most  interest  and 
attention  from  the  delegates  at  the  Annual 
Meeting,  largely  due  to  the  recent  announcement 
of  HCFA  of  reductions  in  the  conversion  factor. 
Along  with  many  specialty  societies,  the  AMA 
has  played  a leadership  role  in  the  10-year  effort 
to  reform  Medicare’s  physician  payment  system. 
There  was  heated  debate  among  some  delegates 
who  feel  that  the  entire  system  should  be  scuttled  ' 
because  the  government  has  not  kept  many  of 
its  promises  to  medicine.  The  House  finally 
agreed  to  delay  pressing  for  widespread  changes 
in  the  RBRVS  but  to  concentrate  efforts  at  roll- 
ing back  the  reduction  in  the  conversion  factor. 
The  House,  in  fact,  authorized  the  Board  to 
withdraw  AMA  approval  of  the  RBRVS  unless 
appropriate  adjustments  are  made  in  the  pay- 
ment methodologies.  The  House  asked  the  AMA 
to  strongly  oppose  reductions  in  the  conversion 
factor  that  were  made  based  on  the  assumptions 
that  physicians  would  simply  provide  more  ser- 
vices to  make  up  for  any  reductions  in  fees,  and 
to  embark  on  a major  campaign,  along  with  com- 
ponent societies,  to  accomplish  a reversal  in  ' 
HCFA’s  recent  conversion  factor  cut.  The  House 
also  asked  the  AMA  to  support  efforts  to  see  that 
geographic  cost  variations  be  factored  into  the 
new  Medicare  payment  system  in  a fair  and 
equitable  manner. 

Multiple  resolutions  were  presented  which 
dealt  with  the  physicians’  dissatisfaction  with 
the  National  Practitioner  Databank.  There  were 
allegations  that  confidentiality  was  not  being  ‘ 
maintained  so  that  those  with  no  legal  access  to 
databank  information  were,  in  fact,  receiving  it. 
Among  other  things,  the  House  called  on  the 
Department  of  Health  and  Human  Services  to 
retain  an  independent  consultant  to  evaluate  the 
databank’s  effectiveness  and  confidentiality. 
They  also  voted  to  oppose  any  efforts  to  expand 
physicians’  data  reporting  requirements. 

Other  business  included  reaffirming  the  AMA 
policy  to  oppose  efforts  by  Medicare  or  other  third 
parties  to  limit  payment  for  medically  necessary 
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R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 


care,  especially  assistants  at  surgery;  to  support 
passage  of  HR  1898,  a bill  to  repeal  reduced 
Medicare  payments  for  new  physicians;  to  com- 
mend the  Bush  administration  for  its  efforts  to 
achieve  medical  liability  reform;  and  to  support 
legislation  which  promotes  biomedical  research 
and  penalizes  those  who  damage  or  destroy 
laboratory  areas  where  biomedical  research  is 
conducted. 

Secretary  Louis  Sullivan  spoke  to  the  delegates 
at  the  opening  session  of  the  House  of  Delegates. 
He  actively  solicited  comment  from  physicians 
regarding  the  RBRVS.  The  delegates  were 
privileged  to  also  be  addressed  by  Vice-President 
Dan  Quayle  on  Monday,  June  24.  He  outlined  a 
healthcare  program  of  the  administration  that 
focused  on  an  “incremental”  approach.  Although 
much  of  what  the  Vice-President  said  was  well- 
received,  many  delegates  felt  that  the  proposals 
were  not  far-reaching  and  that  there  was  no  solid 
approach  to  providing  the  nation’s  uninsured 
with  healthcare. 

The  inauguration  of  John  J.  Ring,  a family 
practitioner  from  Mundelein,  111.,  as  new  presi- 
dent of  the  AMA  took  place  on  June  26.  Seated 
on  the  stage  with  other  state  presidents,  was  Ali 
Hameli,  president  of  the  Medical  Society  of 
Delaware.  Dr.  Ring  said  the  organization  is  the 
“new  AMA”  and  promised  a focus  on  profes- 
sionalism, patient  advocacy  and  personal 
sacrifice.  Dr.  Ring  was  previously  chairman  of  the 
Board  of  Trustees,  and  is  widely  respected. 

John  L.  Clowe,  M.D.,  a New  York  family  prac- 
titioner, was  chosen  as  the  president-elect  of  the 
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AMA.  Also  elected  were  Doctors  Daniel  H. 
Johnson,  Louisiana  radiologist,  as  speaker  of  the 
House,  and  Richard  F.  Corlin,  California 
gastroenterologist,  as  vice-speaker.  Four  regular 
seats  and  one  resident  seat  on  the  Board  of 
Trustees  were  filled  by  Doctors  Lonnie  Bristow, 
internist  from  California;  Raymond  L.  Scalettar, 
internist  from  the  District  of  Columbia;  Jerald  R. 
Schenken,  pathologist  from  Nebraska;  Percy 
Wootton,  cardiologist,  from  Virginia;  and  Mary 
Ann  Contogiannis,  resident  physician  from 
North  Carolina. 

The  members  of  the  AMA  delegation  were 
proud  to  represent  the  Medical  Society  of 
Delaware  at  the  1991  Annual  Meeting  of  the 
AMA  House  of  Delegates.  This  report  is,  as  usual, 
only  a summary  of  the  more  important  business, 
and  business  that  is  of  special  interest  to  the 
Medical  Society  of  Delaware.  For  those  who  are 
interested  in  more  detailed  reports,  the  July  8/15 
issue  of  the  AMA  News  addresses  many  issues 
covered  at  the  meeting.  The  delegates  are  always 
available  for  questions.  Members  should  know 
that  any  AMA  member  may  attend  the  meeting 
and  that  all  members  have  the  opportunity  to 
speak  in  Reference  Committees.  Members  also 
may  submit  resolutions  and  should  express  their 
views  to  their  delegates. 

The  delegation  recommends  that  the  Medical 
Society  of  Delaware  and  its  Auxiliary  do 
everything  in  their  power  to  assist  the  federation 
in  its  effort  to  reverse  the  proposed  conversion  fac- 
tor cut  of  the  RBRVS. 
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The  Delaware  physicians  insured  by  PHICO  got  a pretty  nice 
surprise  in  the  mail  — a check  for  their  share  of  over  $800,000  in 
premium  returns. 


That's  because  PHICO  offers  a dividend  plan  that 
shares  savings  from  better-than-expected  claims 
experience  and  investment  income  from  premiums. 


'U 


If  you're  not  in  on  the  plan,  see  your  agent  or  broker 
to  learn  more  about  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of 
your  premiums  back  for  a change. 


Exclusive  Endorsed  Insurer  of  the 
Medical  Society  of  Delaware 


^ INSURANCE  COMPANY 

l-800-:?82-i:?78 


FROM  THE  AMA 


AMA  OFFERS  FRESH  ADVICE  FOR  PHYSICIANS 


Valuable  financial  planning  ideas  are  available 
direct  to  physicians  through  a new  and  unique 
product  - Fresh  Advice.  Published  by  the 
American  Medical  Association  and  Planning 
Focus  Inc.,  a Redmond,  Washington-based 
publisher  of  legal  educational  progi’ams  for 
businesses  and  their  professional  advisors.  Fresh 
Advice  makes  the  best  in  physician  planning 
ideas  available  to  you. 

The  1991  edition  of  Fresh  Advice  features  12 
practice  and  personal  financial  management 
discussions  presented  on  audiocassette  tapes. 
Each  topic  is  presented  in  a clear  and  concise 
discussion,  with  the  main  ideas  summarized  in 
a printed  outline.  Discussions  range  in  length 
from  12  minutes  to  38  minutes.  1991  topics 
include: 

1.  Contracting  With  the  New  Associate  Physi- 
cian: 9 Important  Tips. 

2.  How  to  Fire  the  Difficult  Staff  Employee. 

3.  Physician  Buy-Sell  Agreements:  Avoid  the  7 
Most  Common  Mistakes. 

4.  Techniques  to  Protect  Your  Personal  Assets 
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from  Malpractice  Claims. 

5.  A Technique  to  Admit  the  New  Partner  - Fair- 
ly and  Painlessly. 

6.  An  Idea  for  Eliminating  Retirement  Plan 
Headaches  in  Your  Practice. 

7.  Keeping  Life  Insurance  Priorities  Straight 
for  Yourself  and  Your  Partners. 

8.  Providing  Better  Staff  Fringe  Benefits  at 
Less  Cost. 

9.  Employee  Handbooks:  How  to  Avoid  the  Six 
Biggest  Mistakes  Made  by  Physicians. 

10.  A Cure  for  Your  Practice’s  Sick  Leave  Policy. 

11.  How  to  Increase  the  Real  Value  of  Your  Life 
Insurance. 

12.  Estate  Planning:  16  Points  of  Concern. 

The  1991  Fresh  Advice  library  is  packaged  in  a 

book-sized  hard  binder  that  facilitates  sharing 

with  colleagues,  and  may  be  purchased  at 

$159.00/AMA  members;  $ 169.00/nonmembers. 

To  order  Fresh  Advice,  call  the  AMA  at 

1-800-621-8335  and  request  NL372491. 
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MEDICAL  OFFICE 
SPACE 

Omega  Professional  Center 
800  square  feet 
For  lease  or  sale 
For  more  information,  call 

456-0400 


Chlamydial  Pneumonia  Can  Cause 
Adult  Asthma 

“Repeated  or  prolonged  exposure  to  Chlamydia 
pneumoniae  (or  chlamydial  pneumonia)  may  have 
a causal  association  with  wheezing,  asthmatic 
bronchitis  and  asthma,”  writes  David  Hahn, 
M.D.,  from  the  Department  of  Preventive 
Medicine,  University  of  Wisconsin,  Madison, 
with  colleagues. 

The  researchers  studied  respiratory  tract 
illness  caused  by  C pneumoniae  in  365  white 
males  and  females  in  four  primary  care  clinics  in 
the  Madison  area.  C pneumoniae  causes  epidemic 
and  endemic  human  respiratory  tract  disease,  in- 
cluding pharyngitis,  bronchitis  and  pneumonia. 
Humans  are  most  susceptible  to  the  pathogen 
after  the  age  of  30. 

“Nine  (47  percent)  of  19  patients  with  acute  C 
pneumoniae  infection  had  bronchospasm  during 


respiratory  illness,  and  there  was  a strong  quan- 
titative association  of  C pneumoniae  titer  with 
wheezing  at  the  time  of  enrollment  in  the  study. 

“[C]  pneumoniae  antibody  was  significantly  I 
associated  with  asthmatic  bronchitis  after,  but  i 
not  before,  respiratory  illness.  Four  infected  pa-  , 
tients  had  newly  diagnosed  asthma  after  illness,  j 
and  four  others  had  exacerbation  of  previously  1 
diagnosed  asthma,”  they  write. 

The  researchers  note  that  the  data  associating  ! 
C pneumoniae  with  wheezing,  asthmatic  bron-  > 
chitis,  the  onset  of  asthma  in  some  and  the 
worsening  of  the  condition  in  others,  are  suffi- 
ciently compelling  to  justify  further  study 
because  of  the  strong,  specific,  dose-response 
nature  of  the  association,  biologic  plausibility,  ap- 
propriate temporal  relationship  between  illness, 
antibody,  and  bronchospasm,  and  the  possibility  s 
that  this  pathogen  could  be  a cause  of  asthma  in  j 
adults.  j 

In  an  accompanying  editorial  on  C pneumoniae  ) 
and  its  relationship  to  asthma,  Roger  Bone,  M.D.,  ! 

agrees  that  the  results  of  Hahn  et  al  may  prove 
to  show  that  C pneumoniae  is  an  important 
preventable  cause  of  adult-onset  asthma.  Bone, 
from  the  Section  of  Pulmonary  Medicine,  Rush- 
Presbyterian-St.  Luke’s  Medical  Center,  Chicago, 
says:  “Such  studies  may  help  to  unravel  the  i 
mystery  surrounding  the  increased  incidence  and  ' 
mortality  recently  seen  from  asthma.”  : 

Bone  says  there  is  a trend  toward  increasing  in-  | 
cidence,  morbidity  and  mortality  attributable  to 
asthma,  despite  advances  in  diagnosis  and  treat-  ^ 
ment.  During  the  1980s,  statistics  relating  to 
asthma  showed  distinct  increases  in  mortality  in 
the  United  States  and  in  most  industrialized 
countries. 

Bone  states  this  increase  could  be  due  to  any  of 
several  factors,  including:  a true  increase  in  i 
asthma  prevalence;  increasing  numbers  within 
the  pool  of  genetically  susceptible  individuals;  in- 
creased survival  of  infants  and  children  with 
severe  respiratory  ailments;  increased  documen- 
tation and  case  finding;  increased  difficulty  with 
access  to  care  for  some  patients,  including  the  | 
poor;  and  better  diagnoses.  ^ 
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Hirombosis  & Thromboembolic  Disease: 
Diagnosis  & Management 
Second  Annual  Symposium 


DATE;  Wednesday,  October  16 
TIME:  10  a.m.  - 3 p m. 

PLACE:  Academy  of  Medicine 
1925  Lovering  Avenue 
Wilmington,  Delaware 

Program  Topics  Include: 

• Cardiac  Related  Emboli:  The  Value  of  Transesophageal  Echocardiography 

• New  Anticoagulant  Agents 

• Thrombolytic  Therapy:  Conclusions  and  Questions 

• Managing  the  Complications  of  Anticoagulant  Therapy 

This  Program  is  Designed  for: 

• Cardiologists 

• Vascular  Surgeons 

• Pulmonary  Physicians 

• Eamily  Practice  Physicians 

• Hematologists 

• Internists 

Registration  is  Required 

(302)  733-2058 

Symposium  fee:  $25  (lunch  included) 


Sponsored  by 

Delaware  Heart  Institute 
at  Christiana  Hospital 

MEDICAL  CENTER  OF  DELAWARE 


X-258a,  7/91 


Since  1974,  Medlab  has  delivered  on  all  of  our  promises. 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that’s  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  Cci 
your  Medlab  Representativ 
at  302-655-LABS. 
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CLINICAL  TESTING  INI. 


I 


...BECAUSE  QUALITY  IS  ESSENTI/^ 


© 1991 , Medlab,  Inc 


AUXILIARY  ACTIVITIES 


I 


On  Thursday,  May  16, 1991  the  Medical  Socie- 
; ty  of  Delaware  Auxiliary  Annual  meeting  was 
held  at  the  Sheraton  Hotel  in  Dover.  Mrs. 
Telicitas  Gontang  (Jose),  as  president,  ended  a 
successful  year;  and  Mrs.  Goldie  Klein  (Gershon) 
took  office  as  president  for  the  coming  year.  Guest 
-speakers  at  the  meeting  included  Governor 
Michael  N.  Castle,  AMA  Auxiliary  Secretary 
Ann  Rempel,  our  liaison  to  the  Medical  Society 
I of  Delaware,  Daniel  A.  Alvarez,  M.D.,  and  Presi- 
!dent  of  the  Medical  Society  of  Delaware,  Ali  Z. 
iHameli,  M.D. 

The  report  given  by  our  outgoing  President 
sums  up  our  year’s  activity. 

PRESIDENT'S  REPORT 

The  end  of  an  Auxiliary  year  - a cause  for  in- 
trospection and  anticipation.  The  past  year  we: 

- built  and  strengthened  membership  with  our 
“Keep  In  Touch”  membership  packet,  a 
brunch,  coffee  and  tea  party,  and  a champagne 
dessert  affair 

- honed  our  skills  in  communicating  with  our 
“Working  With  the  Media”  workshop  and  our 
excellent  Trilines 

- networked  with  Parents’  Anonymous,  Inc.  in 

( 
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the  “Don’t  Shake  the  Baby”  project  for  the 
prevention  of  the  shaken  baby  syndrome;  the 
American  Cancer  Society  for  cancer  educa- 
tion, prevention  and  research 

- assisted  the  Medical  Society  of  Delaware 
Committee  on  Aging  with  the  Wellness  Fair 
for  Seniors  on  Beach  Day 

- honored  physicians  on  Doctor’s  Day  with  red 
carnations  and  newspaper  and  television 
coverage  of  the  day 

- held  fundraisers  for  scholarships  and  other 
health  concerns  that  were  creative,  elegant, 
and  FUN 

- increased  our  AMA  Education  and  Research 
Fund  contribution  specified  for  DIMER  by 
50  percent 

- donated  to  Swain  House,  a transitional  home 
for  AIDS  patients 

- lobbied  in  Washington,  D.C.  and  Dover,  DE  on 
medical  and  health  care  issues.  The  seatbelt 
legislation  was  just  signed  by  the  Governor 

- focused  on  the  AMA’s  Healthier  Youth  in  the 
Year  2000  with  our  health  fair  and  our  “Think 
First”  program  for  prevention  of  head  and 
spinal  cord  injury  in  schools  around  the  state; 
anti-smoking  campaign 

- initiated  the  “Growing  Healthy”  project,  a 
comprehensive  health  education  program,  in 
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Auxiliary  Activities 


CITY  MEDICAL  OFFICE  CONDOMINIUM 

2300  PENNSYLVANIA  AVENUE,  WILMINGTON,  DE 

LEASE  OR  SALE 

* 1,300  square  feet,  all  medical,  elevator-served  building 

* Some  landlord  improvements  included 

* Excellent  rate  of  $10/square  foot  (net  of  utilities) 

For  leasing  details  or  sales  price,  call: 

Connie  Wilds 

PETTINARO  & ASSOCIATES,  INC. 

Phone  302-999-0708  Fax  302-999-1634 


the  Seaford  School  District  - the  first  in  the 
state 

- connected  with  our  past  presidents  by  form- 
ing the  Gavel  Club 

- were  recognized  by  the  Medical  Society  of 
Delaware  for  our  health  promotion  efforts  and 
by  the  AM  A Auxiliary  for  75  percent  unified 
membership 

- made  the  6:00  p.m.,  7:00  p.m.,  and  11:00  p.m. 
news  with  our  health  projects  “Growing 
Healthy”  and  “Don’t  Shake  the  Baby” 

Our  theme  for  the  year  was  Volunteering  Plus 
Pride  in  the  Auxiliary.  Yes,  we  had  a year  to  be 
proud  of!  And  each  one  of  us  made  it  so  - more 


committed,  more  professional,  and  more 
knowledgeable  about  medical  practice  and 
health  care  issues. 


To  Goldie  Klein,  our  next  president,  the  best  of 
wishes! 


To  the  members  of  my  Board  and  the  Medical  |j 
Society  of  Delaware,  thank  you  very  much  for  the  i 
privilege  and  the  opportunity  for  growth. 


To  the  members,  I am  very  proud  to  be  amongst 
you! 


Felicitas  O.  Gontang 
Immediate  Past  President  ,ij 
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HEALTH  LAW 


Fraud  and  Abuse  Safe  Harbor  Regulations 


John  C.  S.  Kepncr 


After  consideration  of  754  public  comments 
on  proposed  rules  issued  two  and  a half  years  ago, 
the  Office  of  Inspector  General  of  the  Department 
of  Health  and  Human  Services  at  long  last  issued 
final  safe  harbor  regulations  in  late  July  1991.  The 
new  regulations  specify  requirements  which,  if 
met,  will  protect  providers  from  criminal  prosecu- 
tion or  civil  sanctions  under  the  anti-kickback 
provisions  of  the  Medicare/Medicaid  fraud  and 
abuse  laws  even  though  they  engage  in  certain 
types  of  payment  practices  which  might  other- 
wise be  violative  of  the  anti-kickback  statute 
because  of  their  potential  for  inducing  referrals  of 
business  under  the  Medicare  or  Medicaid  pro- 
grams. The  categories  of  payment  practices  cov- 
ered are; 

1.  Public  and  Private  Investment  Interests 

2.  Space  Rentals 

3.  Equipment  Rentals 

4.  Personal  Service  and  Management  Con- 
tracts 

Mr.  Kepner  is  a partner  in  the  Health  Law  Department  of  Saul,  Ewing, 
Remick  & Saul,  Philadelphia,  Pennsylvania. 

Health  Law  editor,  Stephen  R.  Permut,  M.D.,  J.D. 
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5.  Sales  of  Practices  Between  Practitioners 

6.  Referral  Services 

7.  Warranties 

8.  Discounts 

9.  Bona  Fide  Employer-Employee  Relation- 
ships 

10.  Group  Purchasing  Organizations 

11.  Waivers  of  Beneficiary  Coinsurance  and 
Deductible  Amounts 

Needless  to  say,  all  health  care  providers 
should  carefully  analyze  their  various  payment 
practices  to  determine  whether  they  are  covered 
by  the  safe  harbor  regulations  and,  if  not,  whether 
they  can  be  restructured  to  be  brought  into  com- 
pliance. 

Likewise,  new  transactions  should  be  struc- 
tured, if  possible,  to  comply  with  the  new  regula- 
tions. Failure  to  comply  with  the  new  regulations 
does  not  mean  that  a payment  practice  violates 
the  anti-kickback  provisions.  However,  unless  the 
payment  arrangement  is  clearly  outside  the  ambit 
of  the  anti-kickback  statute,  it  may  violate  the 
statute  if  it  is  not  within  one  of  the  safe  harbors. 
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Since  the  degree  of  risk  in  such  a case  is  difficult 
to  assess,  a good-faith  effort  to  comply  with  the 
safe  harbor  regulations  to  the  extent  possible  is 
advisable.  As  stated  in  the  preamble  to  the  regu- 
lations: 

“Certainly,  in  many  (but  not  necessarily  all) 
instances,  prosecutorial  discretion  would  be  exer- 
cised not  to  pursue  cases  where  the  participants 
appear  to  have  acted  in  a genuine  good-faith 
attempt  to  comply  with  the  terms  of  the  safe 
harbor,  but  for  reasons  beyond  their  control  are 
not  in  compliance  with  the  terms  of  that  safe 
harbor.” 

It  is  not  the  purpose  of  this  article  to  analyze 
each  safe  harbor  regulation  in  detail.  However, 
there  are  significant  highlights  with  respect  to 
some  of  the  safe  harbors  and  the  OIG’s  commen- 
tary about  tlie  new  rules  which  deserve  special 
mention. 

Grandfathering 

The  regulations  do  not  protect  past  payment 
arrangements  which  do  not  meet  the  new  safe 
harbor  requirements.  However,  the  OIG  will  use 
its  discretion  to  be  fair  to  parties  who  have 
engaged  in  a past  business  arrangement  based  on 
the  advice  of  counsel  and  in  a good-faith  belief 
that  it  was  legal  when  entered  into,  provided  the 
parties  “are  working  with  diligence  and  good 
faith  to  restructure  [the  arrangement]  so  that  it 
does  comply.” 

Generic  Factors 

The  OIG  resisted  the  arguments  of  many 
commentators  on  the  proposed  rules  that  he 
should  issue  a generic  list  of  factors  which  would 
be  considered  in  determining  whether  to  pros- 
ecute parties  engaged  in  payment  practices  which 
might  violate  the  anti-kickback  provisions.  How- 
ever, the  OIG’s  commentary  to  the  new  rules 
indicates  that  although  there  are  many  factors 
which  are  relevant  to  consider  in  such  cases,  “the 
more  an  arrangement  involving  remuneration 
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offered  to  induce  referrals  increases  Medicare  or 
Medicaid  program  costs  or  results  in  unnecessary 
utilization,  the  more  likely  it  would  be  that  [the 
OIG]  would  have  an  interest  in  prosecuting  the 
offense.”  Also,  while  not  accepting  independent 
utilization  review  as  a separate  standard  to  be 
met,  the  OIG  referred  favorably  to  utilization 
review  as  an  important  safeguard  which  “should 
be  encouraged.”  The  OIG  believes  that  “[a] 
critical  feature  of  utilization  review  is  that  fol- 
low-up or  corrective  action  occurs  when  a deter- 
mination is  made  that  a particular  practitioner  i 
who  is  under  review  is  engaging  in  aberrant  or  j 
substandard  behavior.”  ' 

Satisfying  Multiple  Safe  Harbors 

It  is  possible  that  a payment  practice  made  for  i 
one  specific  purpose  may  satisfy  more  than  one 
safe  harbor.  For  example,  compensation  for  per- 
sonal services  may  satisfy  the  safe  harbor  for  i 
bona  fide  employee  arrangements  as  well  as  the  i 
safe  harbor  for  management  contracts.  Compli- 
ance with  either  safe  harbor  will  suffice  in  such 
cases.  More  difficult  situations  arise  when  the  , 
payment  which  may  potentially  induce  a referral  j 
has  more  than  one  purpose.  The  OIG  has  offered 
the  example  of  a payment  to  a referral  source  for 
both  personal  services  and  an  equipment  rental. 

In  such  cases,  “[a]  person  engaged  in  a ‘multi- 
purpose practice’  ...  will  need  to  document  sepa- 
rately his  or  her  compliance  with  the  safe  harbor  ,| 
applicable  to  each  purpose  being  served  by  the 
payment  practice.”  This  will  require  a careful 
allocation  of  the  payment  made  for  each  purpose  , 
and  separate  application  of  the  fair  market  stan-  , 
dards  in  the  applicable  safe  harbor  to  each  allo- 
cated payment.  i 

i 

Continuing  Surveillance 

The  OIG  will  monitor  compliance  with  the 
safe  harbor  regulations  since  he  does  not  believe 
that  they  necessarily  guarantee  that  health  care 
providers  who  conform  to  them  will  not  engage 
in  abusive  practices.  Of  particular  concern  is  the 
private  investment  interest  safe  harbor  and  the 
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A Healthy  Choice. 


Yes,  a large  choice  of  savings,  C.D.,  retirement  and  investment 
plans.  And  the  right  choice.  You  don't  need  the  headaches  that 
come  with  worrying  whether  you're  getting  the  most  for  your 
money.  We'll  take  good  care  of  you  with  our  financial  expertise 
and  friendly  service.  You'll  feel  good  about  banking  with  us. 
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WILMINGTON  658-6881 
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60/40  requirements  thereunder  (see  paragraph 
beginning  “The  private  investment  interest” 
under  Investment  Interests  in  Small  Enti- 
ties [Joint  Ventures])  with  respect  to  which 
the  OIG  will  issue  a special  report  to  the  Secretary 
of  HHS  within  180  days. 

Disclosure  to  Beneficiaries 

With  one  exception  (for  the  referral  service 
safe  harbor),  the  OIG  decided  not  to  require 
disclosure  to  patients  that  their  health  care  pro- 
viders have  financial  interests  in  entities  to  which 
they  refer.  At  the  same  time,  the  OIG  considers 
“disclosure  of  financial  interests  in  entities  to 
which  health  care  providers  refer  patients  an 
ethical  duty,”  citing  Rule  8.03  of  the  Current 
Opinions  of  the  Council  on  Ethical  and  Judicial 
Affairs  of  the  American  Medical  Association. 
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Investment  Interests  in  Large,  Publicly 
Traded  Companies 

This  safe  harbor  allows  physicians  to  refer 
business  to  large,  publicly  traded  companies.  The 
proposed  rules  would  have  permitted  such  refer- 
rals if  the  entity  had  at  least  $5  million  in  assets 
and  500  shareholders.  This  was  changed  in  the 
final  rule  to  cover  only  entities  with  over  $50 
million  in  undepreciated  net  tangible  assets.  Also, 
if  the  investment  is  in  an  equity  security,  the 
security  must  be  registered  with  the  SEC,  and  the 
investment  interest  of  the  referring  physician 
must  be  obtained  on  terms  equally  available  to 
the  public  on  a registered  national  securities 
exchange  or  on  NASDAQ.  These  changes  will 
effectively  preclude  two  or  more  MRI  and  other 
types  of  joint  ventures  from  pooling  their  assets 
to  meet  a relatively  low  $5  million  asset  rcquire- 
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ment  and  then  issue  stock  in  exchange  for  the 
referring  physicians’  limited  partnership  inter- 
ests and  to  the  public  for  cash  in  order  to  satisfy 
the  safe  harbor.  Also,  it  will  preclude  referring 
physicians  from  having  an  opportunity  to  invest 
in  an  entity  before  an  offering  of  the  entity’s 
shares  to  the  general  public. 

Investment  Interests  in  Small  Entities  (Joint 
Ventures) 

This  safe  harbor,  which  was  not  in  the  pro- 
posed rules,  is  quite  significant.  It  will  protect 
certain  types  of  joint  ventures  involving  hospi- 
tals, entrepreneurial  companies  and/or  physi- 
cians who  refer  patients  to  the  ventures,  but  only 
if  very  strict  requirements  are  met. 

The  term  “investor”  is  a key  to  understand- 
ing this  safe  harbor.  It  includes  not  only  physi- 
cians, but  also  hospitals  and  other  entities,  who 
hold  an  equity  or  debt  security  issued  by  a corpo- 
ration, partnership  or  other  type  of  entity,  regard- 
less of  whether  the  security  is  held  directly  or 
indirectly  through  a family  member  or  a legal  or 
beneficial  interest  in  another  entity  such  as  a trust 
or  holding  company.  For  example,  if  three  hospi- 
tals form  a new  corporation  which  lends  money 
to  a Joint  venture,  the  hospitals  will  be  “inves- 
tors” in  the  venture  for  purposes  of  the  safe 
harbor. 

The  rule  contains  certain  requirements  which 
apply  to  investors  who  do  business  with  the  entity 
in  which  they  have  invested.  Investors  who  do 
business  with  the  entity  include  not  only  those 
who  are  “in  a position  to  make  or  influence 
referrals”  to  the  entity,  but  also  those  who  “fur- 
nish items  or  services  to,  or  otherwise  generate 
business  for  the  entity.”  Thus,  if  an  MRI  joint 
venture  is  set  up  by  a hospital  with  its  radiologists 
and  various  medical  staff  members  and  the  hos- 
pital refers  inpatients  or  provides  management 
services  to  the  venture,  the  radiologists  provide 
interpretative  readings  for  the  venture  and  the 
staff  members  are  in  specialties  which  put  them 
in  a position  to  refer  patients  to  the  venture,  all 
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three  classes  of  joint  venture  participants  will  be  ' 
considered  to  be  doing  business  with  the  venture  i 
under  the  new  rule.  The  OIG  offered  another  | 
example:  “If  a durable  medical  equipment  (DME)  ' 
supplier  and  hospital  both  enter  into  a joint  | 
venture  to  furnish  DME  to  patients  when  they  i 
leave  the  hospital,  both. the  DME  supplier  and  the  t 
hospital  fit  within  this  category  of  investor  doing  I 
business  with  the  entity.”  To  avoid  being  treated  ' 
as  an  investor  who  does  business  with  the  joint  i 
venture,  the  OIG  will  accept  a binding  agreement  i 
of  an  investor  not  to  do  business  with  the  joint  I 
venture  entity  for  the  life  of  the  investor’s  invest-  i 
ment  in  the  entity.  | 

Certain  of  the  safe  harbor’s  standards  apply 
to  all  classes  of  investors,  whereas  other  stan-  j 
dards  apply  only  to  “active”  (as  opposed  to 
‘passive’)  investors.  An  “active”  investor  is  one 
who  is  a bona  fide  general  partner  in  a partnership  i 
under  the  Uniform  Partnership  Act  who  is  re- 
sponsible for  the  day-to-day  management  of  the  I 
joint  venture  or  one  who  has  agreed  in  writing  to  | 
undertake  liability  for  the  partnership,  including  | 
the  acts  of  its  agents  acting  within  the  scope  of 
their  agency.  “Passive”  investors  are  those  who  | 
do  not  fall  within  the  definition  of  “active”  I 
investors.  The  safe  harbor  does  not  cover  the  I 
many  types  of  joint  ventures  where  all  of  the  : 
participants  are  active  investors  (see  the  DME  ' 
joint  venture  example  in  the  preceding  para-  i 
graph).  However,  the  OIG  is  considering  adopt-  i 
ing  an  additional  safe  harbor  covering  entities  ' 
composed  exclusively  of  active  investors. 

The  private  investment  interest  safe  harbor 
sets  forth  eight  standards  which  must  be  met. 
They  parallel  the  three  concerns  which  the  OIG 
identified  as  problematic  in  its  May  1989  Fraud 
Alert  on  joint  ventures; 

The  Manner  in  Which  Investors  are  Selected 
and  Retained 

The  five  standards  meeting  this  concern 
include:  no  more  than  40  percent  of  the  value  of 
the  investment  interests  of  each  class  of  invest- 
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ments  may  be  held  by  investors  (active  or  pas- 
sive) who  do  business  with  the  joint  venture 
entity;  the  terms  on  which  the  investment  inter- 
est is  offered  to  a passive  investor  who  does 
business  with  the  entity  must  be  the  same  as  the 
terms  offered  to  other  passive  investors;  the 
terms  on  which  an  investment  interest  is  offered 
to  any  investor  (active  or  passive)  doing  business 
with  the  entity  must  not  be  related  to  previous  or 
expected  volume  of  such  business;  there  may  be 
no  requirement  for  a passive  investor  to  do 
business  with  the  entity  as  a condition  to  remain- 
ing as  an  investor;  and  the  entity  must  not  market 
or  furnish  the  entity’s  items  or  services  to  passive 
investors  differently  than  to  noninvestors. 

Nature  of  the  Business  Structure 

One  standard  addresses  this  concern:  no 
more  than  40  percent  of  the  gross  revenue  of  the 
: joint  venture  may  come  from  business  generated 
i by  investors  (active  or  passive).  Like  the  other  40 
percent  test  mentioned  in  the  above  paragraph, 
t this  test  is  measured  on  a fiscal  year  or  running 
I 12-month  basis  using  “any  internal  accounting 
f principles  [the  joint  venture]  chooses  to  adopt  so 
I long  as  it  uses  such  principles  consistently  over 
t time.”  The  OIG  is  “unlikely  [to]  pursue  an 
investigation  of  a joint  venture  where  it  complies 
with  all  the  other  standards  in  this  safe  harbor,  is 
out  of  compliance  with  this  60/40  percent  invest- 
ment standard  based  on  its  prior  fiscal  year  data, 
but  is  making  a good-faith  effort  to  reach  compli- 
ance with  this  standard  based  on  data  showing 
I compliance  on  a monthly  basis  for  the  most 
^ recent  months  of  operation”  even  though  the 
■ running  12-month  test  is  not  yet  met. 

I Financing  and  Profit  Distributions 

The  last  two  standards  are:  the  joint  venture 
may  not  loan  funds  to  or  guarantee  a loan  for  an 
investor  who  does  business  with  the  joint  venture 
entity  to  help  finance  the  investment  in  the 
venture;  and  the  return  on  investment  interests 
in  the  venture  must  be  proportional  to  the  amount 
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of  capital  invested  (including  the  fair  market 
value  of  preoperational  services  rendered  by 
investors  who  develop  the  venture). 

The  OIG  is  considering  an  additional  safe 
harbor  rule  which  would  cover  referrals  by  phy- 
sicians to  entities  in  which  they  have  ownership 
interests  but  for  which  they  also  provide  profes- 
sional services.  This  would  allow,  for  example,  a 
surgeon  to  receive  profit  distributions  from  an 
ambulatory  surgery  center  owned  in  part  by  him 
even  though  he  refers  patients  to  the  center. 

Space  and  Equipment  Rentals  and  Personal 
Services  and  Management  Contracts 

These  safe  harbors  are  largely  unchanged 
from  their  proposed  form.  They  continue  to 
require  written  agreements  of  longer  than  one 
year  duration;  specificity  with  respect  to  the 
items  or  space  rented,  services  performed  and  the 
time  periods  involved;  and  a fair  market  standard 
for  the  rentals  or  compensation  paid. 

The  new  rule  retains  the  requirement  that  the 
determination  of  a fair  market  space  rental  must 
fall  within  a reasonable  commercial  range  with- 
out taking  into  account  any  value  attached  by 
either  party  based  on  the  property’s  proximity  or 
convenience  to  referral  sources.  An  example 
given  is  a doctors  group  owning  a medical  arts 
building  and  renting  space  therein  to  a diagnostic 
lab  at  a higher  rent  than  the  lab  could  obtain  at 
a nearby  location.  Also,  “hospitals  that  give  rent 
concessions  to  staff  physicians  leasing  private 
office  space  may  not  fall  witliin  [this]  safe  har- 
bor” although  such  arrangements  could  in  the 
future  be  covered  under  an  additional  safe  harbor 
expected  for  physician  recruitment  practices  (see 
Practitioner  Recruitment). 

The  OIG  deleted  the  requirement  in  the 
proposed  rule  that  the  fair  market  rental  value 
could  not  take  into  account  the  intended  use  of  the 
space.  This  was  done  in  response  to  commenta- 
tors who  argued  that  the  cost  of  leasehold  im- 
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provements  needed  to  make  the  space  suitable  for 
the  furnishing  of  medical  services  could  reason- 
ably affect  rental  prices. 

The  new  rule  continues  to  prohibit  rental  or 
compensation  payments  which  are  tied  in  any 
way  to  the  volume  or  value  of  refen  als  or  other 
business  generated  between  the  parties  for  which 
payment  is  made  in  whole  or  in  part  by  Medicare 
or  Medicaid.  The  OIG  has  offered  no  direct  relief 
for  certain  types  of  compensation  arrangements 
(e.g.,  for  medical  billing)  which  are  customarily 
performed  on  a percentage  of  receipts  basis. 
However,  the  OIG  has  recognized  that  percent- 
age or  per  use  leases  and  contracts  are  not  per  se 
violations  of  the  anti-kickback  statute  and  that 
“legitimate  considerations,  such  as  depreciation 
of  equipment,  could  result  in  some  part  of  the 
payment  to  be  based  on  a percentage  or  ‘per  use’ 
payment  arrangement  without  these  payments 
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influencing  or  being  influenced  by  Medicare  or. 
Medicaid  referrals.”  | 

The  OIG’s  commentary  to  the  new  rules| 
appears  to  recognize,  although  obliquely,  thati 
contracts  with  minimum  one-year  terms  mayj 
have  early  “for  cause”  termination  clauses,  par-j 
ticularly  if  the  termination  is  effected  in  order  to' 
comply  with  legal  or  regulatory  requirements  (no 
mention  is  made  of  termination  for  “breach”). 
The  example  cited  favorably  by  OIG  is  the  re- 
quirement that  some  hospitals  are  required  for 
tax-exempt  financing  purposes  to  have  90-day 
termination  clauses  with  nonexempt  persons  (e.g., 
physicians).  The  OIG’s  distinction,  which  ap-|| 
pears  to  contradict  the  precise  wording  of  the  rule 
itself,  is  that  it  is  not  the  term  of  the  contract 
which  is  relevant,  but  rather  whether  the  parties’ 
have  the  ability  to  alter  its  provisions  within  a 
one-year  period.  This  would  appear  to  dictate  that 
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the  parties  should  prohibit  amendments  to  the 
agreement  during  an  initial  one-year  term  and  be 
very  careful  to  allow  early  termination  during  the 
one  year  only  if  objectively  measurable  and 
triggerable  “for  cause”  events  occur. 

Sales  of  Practitioner  Practices 

This  safe  harbor  applies  to  the  sale  of  a 
practitioner’s  practice  to  another  practitioner 
where  the  seller  will  no  longer  be  in  a position  to 
refer  business  to  the  buyer  after,  and  the  sale  is 
completed  within,  one  year  from  the  date  of  the 
first  agreement  pertaining  to  the  sale.  Although 
options  agreements  which  violate  this  one-year 
requirement  are  not  protected,  the  rule  would 
permit  payments  on  account  of  a completed  sale 
to  be  made  over  a period  longer  than  one  year, 
according  to  the  OIG’s  commentary. 

The  OIG  recognizes  that  hospital  purchases 
of  retiring  physician  practices  do  not,  in  ordinary 
circumstances,  violate  the  anti -kickback  statute 
if  the  retiring  physician  no  longer  refers  to  the 
hospital  after  the  purehase.  Further  relief  may 
also  be  available  under  an  additional  safe  harbor 
for  recruitment  practices  expected  from  the  OIG 
(see  Practitioner  Recruitment).  However,  the 
OIG  has  declined  to  protect  hospital  purchases  of 
physician  practices  effected  for  the  purpose  of 
ensuring  a steady  stream  of  referrals  to  the 


Health  Law  - Kepner 
hospital  because  of  a belief  “that  such  practices 
lead  to  increased  program  costs  and  potential 
conflicts  between  the  patient’s  best  interests  and 
the  physician’s  business  relationship  to  the  hos- 
pital.” 

The  OIG  will,  however,  be  considering  an 
additional  safe  harbor  for  the  purchase  of  physi- 
cian group  practices.  It  appears  from  the  OIG’s 
commentary  that  this  will  be  a very  limited  safe 
harbor  because  of  the  diverse  number  of  types  of 
physician  practice  sales  to  other  physicians  where 
the  seller  wishes  to  remain  involved  to  some 
degree  with  the  practice.  It  should  be  remem- 
bered, however,  that  the  safe  harbor  for  bona  fide 
employment  relationships  may  apply  to  employee 
compensation  payments  unrelated  to  the  sale 
transaction  where  the  selling  physician  is  also 
hired  as  an  employee  by  the  buyer  of  the  practice. 

Hospital  and  Other  Referral  Services 

This  safe  harbor  covers  any  payment  or 
“exchange  of  anything  of  value”  between  an 
individual  or  entity  (participant)  and  another 
entity  serving  as  a referral  service.  This  rule 
covers  payments  by  participants  who  are  practi- 
tioners (not  just  physicians)  and  other  health 
care  providers  (e.g.,  nursing  homes)  to  entities 
that  refer  members  of  the  public  to  them.  Many 
commentators  had  thought  that  this  rule  would 
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not  apply  at  all  to  typical  hospital  referral  services 
where  the  hospital  does  not  charge  a fee  to  its 
medical  staff  members  for  the  referral  service. 
However,  the  OIG  believes  that  these  referral 
services  are  not  really  “free”  because  staff  mem- 
bers have  a variety  of  obligations  (e.g.,  sitting  on 
hospital  committees)  which  they  receive  in  ex- 
change for  the  benefit  of  being  on  the  hospital’s 
staff  The  OIG  believes  that  the  staff  member’s 
furnishing  of  services  to  the  hospital  to  aid  in  its 
operations  may  constitute  a form  of  remunera- 
tion within  the  meaning  of  the  anti-kickback 
statute.  Notwithstanding  this  attenuated  inter- 
pretation of  the  statute,  it  will  be  advisable  for 
hospitals  to  now  bring  their  referral  services  into 
compliance  with  the  new  safe  harbor. 

Warranties,  Discounts  and  Group  Purchas- 
ing Organizations 

A detailed  discussion  of  these  safe  harbors  is 
beyond  the  scope  of  this  article.  However,  it 
should  be  noted  that  the  discount  safe  harbor  has 
been  drafted  to  cover  only  “arms  length”  dis- 
count transactions.  This  clarification  of  the  pro- 
posed rule  was  effected  in  order  to  make  it  clear 
that  the  rule  is  not  intended  to  cover  discounts 
offered  to  joint  ventures  where,  for  example,  the 
entity  giving  the  discount  is  both  a supplier  of 
management  services  to  or  a general  partner  of 
a limited  partnership  with  referring  limited  part- 
ner physicians.  In  such  instances,  the  entity 
discounting  its  services  to  the  joint  venture  may 
be  merely  colluding  with  the  venture  by  giving  up 
a portion  of  its  profits  represented  by  the  discount 
to  the  referring  limited  partners  to  increase  their 
referrals. 

Bona  Fide  Employment  Relationships 

This  safe  harbor  clarifies  the  statutory  excep- 
tion for  payments  made  by  employers  to  their 
bona  fide  employees  by  incorporating  the  IRS  test 
of  what  constitutes  an  employee  (26  U.S.C. 
3121[d][2]).  The  OIG  remains  confident  that  the 
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employer-employee  relationship  is  unlikely  to  be 
abusive  “in  part  because  the  employer  is  gener- 
ally fully  liable  for  the  actions  of  its  employees 
and  is  therefore  more  motivated  to  supervise  and 
control  them.”  It  is  this  aspect  of  accountability 
and  control  which  is  the  litmus  test  against  which 
any  reliance  on  this  safe  harbor  should  be  mea- 
sured. Importantly,  the  OIG’s  commentary  to  the 
new  rule  endorses  the  concept  that  part-time 
employees  paid  on  a commission  basis  may  be 
protected  under  the  safe  harbor  so  long  as  a bona 
fide  employer-employee  relationship  exists.  This 
may  be  good  news  for  many  DME  suppliers.  On 
the  other  hand,  the  OIG  refused  to  protect  inde- 
pendent contractor  relationships  even  when  they 
are  necessary  to  comply  with  state  corporate 
practice  of  medicine  laws  which  prohibit  business 
corporations  from  employing  doctors.  Parties 
will  have  to  rely  on  the  personal  services  and 
management  contract  safe  harbors  in  such  in- 
stances, if  possible. 

Waiver  of  Beneficiary  Deductible  and  Co- 
insurance  Amounts 

This  safe  harbor  covers  any  reduction  or 
waiver  of  a Medicare  or  Medicaid  beneficiary’s 
obligation  to  pay  coinsurance  or  deductible 
amounts  if  the  amounts  are  owed  (1)  to  a hospital 
for  inpatient  services  for  which  Medicare  pays 
under  the  prospective  payment  system,  or  (2)  by 
an  individual  who  qualifies  for  certain  subsidized 
services  provided  by  a federally  qualified  health 
services  center  under  the  Public  Health  Services 
Act.  In  the  former  instance,  the  hospital  cannot 
later  claim  the  amount  involved  as  a bad  debt  for 
payment  purposes  under  Medicare  or  otherwise 
shift  the  burden  of  the  reduction  or  waiver  onto 
the  Medicare  or  Medicaid  program;  It  must  offer 
the  benefit  without  regard  to  the  reason  for 
admission,  length  of  stay  or  type  of  DRG  in- 
volved; and  the  offer  to  reduce  or  waive  the 
coinsurance  or  deductible  amounts  must  not  be 
made  as  part  of  a price  reduction  agreement 
between  a hospital  and  a third  party  payor  (even 
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Diagnosis  and  Management  of  Sleep  Disorders 


John  B.  Townsend  III,  M.D. 


The  study  of  sleep  disorders  has  advanced 
rapidly  over  the  past  30  years.  Beginning  with 
the  description  in  the  1950s  of  rapid  eye  move- 
ments (REM)  as  a separate  sleep  stage,  there 
has  been  a significant  increase  in  our  apprecia- 
tion of  the  intricacies  of  the  sleep  waking  cycle. 
As  our  understanding  of  sleep  disorders  has 
grown,  so  has  our  sophistication  in  treating  the 
many  varieties  of  sleep  problems. 

A consensus  conference  on  sleep  disorders 
at  the  National  Institute  of  Mental  Health 
(NIMH)  in  1985  reported  that  35  percent  of  a 
nationally  representative  sample  of  patients 
complained  of  having  had  difficulty  sleeping 
over  the  past  year;  half  of  this  group  described 
it  as  a “serious  problem.”^  Thus,  approximately 
50  million  Americans  may  have  sleep  distur- 
bances of  some  sort.  Ten  million  patients  discuss 
these  with  a physician  each  year,  and  five  mil- 
lion will  require  a medication  for  sleep. 

The  Association  of  Sleep  Disorders  has  cat- 
egorized the  various  sleep  disorders  into  disor- 
ders of  initiating  and  maintaining  sleep  (DIMS), 

Dr.  Townsend  is  a member  of  the  Division  of  Neurology, 
Department  of  Medicine,  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medi- 
cine, Medical  Center  of  Delaware,  March  21,  1991. 
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disorders  of  excessive  somnolence  (DOES),  dis- 
orders of  sleep  wake  schedule,  and  the 
parasomnias,  dysfunctions  associated  with  sleep, 
sleep  stages,  or  partial  arousals.^  Within  each 
category  there  are  a wide  range  of  diagnoses 
related  to  both  medical  and  psychological  ill- 
nesses. DIMS  and  DOES  are  the  most  common 
classes  of  sleep  disorders  that  bring  a patient  to 
a physician’s  attention.  Because  of  the  concern 
for  systemic  complications  related  to  the  sleep 
apnea  syndrome,  patients  with  DOES  are  most 
frequently  referred  for  a sleep  evaluation.  A 
recent  survey  of  sleep  lab  demographics  re- 
vealed that  hypersomnia  is  the  most  common 
diagnostic  category  (51  percent),  followed  by 
insomnia  (31  percent),  amd  parasomnia  (15 
percent).^ 

Sleep  is  a state  of  altered  consciousness. 
Many  normal  waking  and  sleeping  behaviors 
are  regulated  by  the  reticular  activating  system 
(RAS),  a group  of  loosely  associated  brainstem 
nuclei.  The  RAS  integrates  sensory  input  from 
both  the  external  and  internal  environment  to 
produce  an  activating  efferent  input  to  the  cor- 
tex. Sleep  is  facilitated  by  a decrease  in  external 
environmental  stimuli,  such  as  light  or  noise, 
and  by  an  active  inhibition  of  the  reticular 
activating  system  by  so-called  sleep-inducing 
neurons.  Serotonergic  neurons  of  the  raphe  are 
thought  to  play  an  important  role  in  dampening 
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sensory  input  and  inhibiting  motor  output  at 
sleep  onset.  Sleep-inducing  neurons  are  concen- 
trated in  the  lower  brainstem  reticular  forma- 
tion, the  nucleus  solitarius,  rostral  hypothala- 
mus, preoptic  arc,  and  the  basal  forebrain.  A 
variety  of  neurotransmitters  have  been  impli- 
cated in  the  sleep  process,  including  gamma 
amino  butyric  acid  (GABA),  and  neuropeptides 
such  as  opiates,  somatostatin,  vasoactive  intes- 
tinal peptide,  and  adenosine. 

Prior  to  the  development  of  the  sophisti- 
cated techniques  necessary  for  elucidating  this 
neurochemistry,  sleep  was  described  strictly  on 
the  basis  of  behavioral  changes  during  the  night. 
Macnish^  suggested  that  there  were  two  forms 
of  sleep:  complete  sleep,  with  total  suppression 
of  movement,  sensation,  and  all  mental  activity; 
and  incomplete  sleep,  with  retention  of  some 
mental  activity,  as  in  dreaming.  This  two-stage 
sleep  model  was  radically  altered  when  Bremer® 
demonstrated  changes  in  electroencephalogram 
(EEG)  electrical  activity  during  sleep.  Loomis® 
et  al  described  five  separate  sleep  patterns  on 
EEG,  and  in  1953  Aserinsky  and  Kleitman"^ 
reported  that  there  were  rapid  periodic  eye 
movements  (REM)  during  sleep  which  were 
different  from  the  slow,  rolling  eye  movements 
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that  accompany  sleep  onset  and  served  as  the 
basis  for  separating  sleep  into  REM  and  non- 
REM.  This  nomenclature  continues  to  be  used 
for  describing  sleep. 

There  are  many  changes  in  respiratory, 
cardiac,  endocrine,  and  cortical  function  that 
occur  normally  throughout  the  night  which, 
when  altered,  produce  a dysfunctional  sleep 
state.  Polysomnography  provides  a means  of 
quantitating  both  the  various  sleep  stages  and  a 
variety  of  physiological  functions  occurring  dur- 
ing sleep.  Polysomnographic  evaluation  utilizes 
EEG,  electrooculogram  (EGG),  and  electromyo- 
gram (EMG)  to  categorize  the  various  sleep 
stages.  Stages  1 through  4 are  considered  non- 
REM,  or  slow-wave,  sleep  and  are  characterized 
by  a progressive  slowing  of  the  EEG  activity, 
increase  in  amplitude  and  synchrony  of  EEG 
slow  waves,  with  slow,  rolling  eye  movements  in 
stage  1,  followed  by  no  eye  movements  in  stages 
2 through  4.  REM  sleep  is  characterized 
electrographically  by  rapid  bursts  of  eye  move- 
ment associated  with  a low-voltage,  disorga- 
nized EEG  and  suppression  of  muscle  tone.  The 
first  period  of  REM  sleep  usually  occurs  be- 
tween 70  and  100  minutes  after  sleep  onset.  As 
is  evident  from  the  sleep  histogram  in  Figure  1, 
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where  the  reduction  involves  beneficiary 
copayments  for  which  the  third  party  payor  has 
assumed  liability  as  part  of  a Medigap  indemnity 
policy).  See  HMOs,  PPOs  with  respect  to  a 
proposed  additional  safe  harbor  to  protect  man- 
aged care  plans  which  waive  coinsurance  and 
deductible  amounts. 

Additional  Safe  Harbors 

The  OIG  expects  to  issue  additional  safe 
harbor  regulations  covering  a number  of  other 
categories  of  payment  practices.  Some  of  these 
have  already  been  discussed  in  connection  with 
the  newly  adopted  safe  harbors  (i.e.,  joint  venture 
entities  composed  exclusively  of  active  investors, 
entities  owned  by  physicians  who  provide  profes- 
sional services  to  the  entities,  and  purchases  of 
physician  group  practices).  The  others  are  dis- 
cussed below.  The  OIG  has  cautioned,  in  bold 
letters,  that  the  consideration  of  these  additional 
safe  harbors  “should  in  no  way  be  construed 
as  legalizing  the  business  arrangement  at 
this  time.” 

HMOs,  PPOs 

Two  additional  safe  harbors  will  be  issued  by 
the  OIG  in  the  future  relating  to  HMOs,  PPOs 
and  similar  managed  care  plans.  One  will  protect 
prepaid  health  plans  that  have  a contract  with 
HCFA  or  a state  agency  where  the  health  plan 
offers  beneficiaries  increased  benefits  coverage, 
reduced  cost-sharing  amounts  (coinsurance, 
deductibles,  or  copayments),  or  reduced  premi- 
ums where  certain  standards  are  met.  The  other 
will  protect  certain  agreements  between  man- 
aged care  plans  and  health  care  providers  for  the 
sole  purpose  of  furnishing  items  or  services  cov- 
ered by  the  health  plan.  Medicare  or  Medicaid. 

Practitioner  Recruitment 

Many  hospitals  provide  direct  payments,  loans, 
medical  office  lease  concessions  and  other  forms 
of  incentives  to  help  recruit  physicians  to  their 
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PHYSICIAN  OPPORTUNITIES 


PHP  Healthcare  Corporation,  a leader  in 
healthcare  management  services,  has  an 
immediate  need  for  physicians  to  staff  a 
primary  care  clinic  located  in  the  greater 
Philadelphia  area.  Our  company  offers  a 
pleasant  work  environment  with  no  on  call. 


If  interested,  please  call  or  send  CV  to: 
Leigh  Robbins 

PHP  Healthcare  Corporation 
7044  Northridge  Drive 
Nashville,  TN  37221 
615-662-1310 
EOE,  M/F 


medical  staffs.  In  response  to  a large  number  of 
comments  urging  adoption  of  a safe  harbor  cov- 
ering these  types  of  arrangements,  the  OIG  has 
recognized  “the  need  to  protect  some  recruitment 
activities  for  physicians  and  other  practitioners.” 

Malpractice  Payments 

The  OIG  “understands  the  need  to  assist 
certain  physicians  in  making  malpractice  insur- 
ance more  affordable.”  The  new  safe  harbor  will 
be  designed  to  “protect  certain  arrangements 
that  subsidize  the  costs  of  a practitioner’s  mal- 
practice insurance  premiums  where  there  is  no 
likelihood  of  abuse.” 

Traditional  Cross-Referral  Arrangements  With- 
out Exchange  of  Money 

These  types  of  arrangements  between  pri- 
mary and  specialist  physicians,  hospitals  and 
nursing  homes  and  among  practitioners  within  a 
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PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D., 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 

are  pleased  to  announce  that  effective  March  4,  1991 

Magnetic  Resonance  Imaging 

will  be  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  100 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 

(302)  737-5990 


other  payments  between  entities  where  exclusive 
ownership  control  is  present  and  the  practice  is 
not  otherwise  abusive. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physician  about  current  trends  in 
health  law. 
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group  practice  will  be  covered  in  a new  rule 
because  the  OIG  agrees  that  they  benefit  patients 
by  ensuring  proper  continuity  of  care  or  conve- 
nient access  to  a specialist  in  whom  the  primary 
care  physician  has  confidence. 

Hospital  Cooperative  Arrangements 

Hospital  cooperative  service  organizations 
qualifying  under  Section  501(e)  of  the  Internal 
Revenue  Code  which  provide  purchasing,  billing 
and  clinical  services  solely  for  the  benefit  of 
patron  hospitals  will  be  permitted,  as  required  by 
the  Code,  to  distribute  net  earnings  to  the  patron 
hospitals  on  the  basis  of  the  services  performed  if 
this  additional  safe  harbor  is  adopted  by  the  OIC. 

Payments  Among  Entities  with  Common  Own- 
ership 

This  additional  safe  harbor  will  cover  pay- 
ments between  jointly  owned  subsidiaries  and 
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where  the  reduction  involves  beneficiary 
copayments  for  which  the  third  party  payor  has 
assumed  liability  as  part  of  a Medigap  indemnity 
policy).  See  HMOs,  PPOs  with  respect  to  a 
proposed  additional  safe  harbor  to  protect  man- 
aged care  plans  which  waive  coinsurance  and 
deductible  amounts. 

Additional  Safe  Harbors 

The  OIG  expects  to  issue  additional  safe 
harbor  regulations  covering  a number  of  other 
categories  of  payment  practices.  Some  of  these 
have  already  been  discussed  in  connection  with 
the  newly  adopted  safe  harbors  (i.e.,  joint  venture 
entities  composed  exclusively  of  active  investors, 
entities  owned  by  physicians  who  provide  profes- 
sional services  to  the  entities,  and  purchases  of 
physician  group  practices).  The  others  are  dis- 
cussed below.  The  OIG  has  cautioned,  in  bold 
letters,  that  the  consideration  of  these  additional 
safe  harbors  “should  in  no  way  be  construed 
as  legalizing  the  business  arrangement  at 
this  time.” 

HMOs,  PPOs 

Two  additional  safe  harbors  will  be  issued  by 
the  OIG  in  the  future  relating  to  HMOs,  PPOs 
and  similar  managed  care  plans.  One  will  protect 
prepaid  health  plans  that  have  a contract  with 
HCFA  or  a state  agency  where  the  health  plan 
offers  beneficiaries  increased  benefits  coverage, 
reduced  cost-sharing  amounts  (coinsurance, 
deductibles,  or  copayments),  or  reduced  premi- 
ums where  certain  standards  are  met.  The  other 
will  protect  certain  agreements  between  man- 
aged care  plans  and  health  care  providers  for  the 
sole  purpose  of  furnishing  items  or  services  cov- 
ered by  the  health  plan.  Medicare  or  Medicaid. 

Practitioner  Recruitment 

Many  hospitals  provide  direct  payments,  loans, 
medical  office  lease  concessions  and  other  forms 
of  incentives  to  help  recruit  physicians  to  their 
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PHYSICIAN  OPPORTUNITIES 


PHP  Healthcare  Corporation,  a leader  in 
healthcare  management  services,  has  an 
immediate  need  for  physicians  to  staff  a 
primary  care  clinic  located  in  the  greater 
Philadelphia  area.  Our  company  offers  a 
pleasant  work  environment  with  no  on  call. 


If  interested,  please  call  or  send  CV  to: 
Leigh  Robbins 

PHP  Healthcare  Corporation 
7044  Northridge  Drive 
Nashville,  TN  37221 
615-662-1310 
EOE,  M/F 


medical  staffs.  In  response  to  a large  number  of 
comments  urging  adoption  of  a safe  harbor  cov- 
ering these  types  of  arrangements,  the  OIG  has 
recognized  “the  need  to  protect  some  recruitment 
activities  for  physicians  and  other  practitioners.” 

Malpractice  Payments 

The  OIG  “understands  the  need  to  assist 
certain  physicians  in  making  malpractice  insur- 
ance more  affordable.”  The  new  safe  harbor  will 
be  designed  to  “protect  certain  arrangements 
that  subsidize  the  costs  of  a practitioner’s  mal- 
practice insurance  premiums  where  there  is  no 
likelihood  of  abuse.” 

Traditional  Cross-Referral  Arrangements  With- 
out Exchange  of  Money 

These  types  of  arrangements  between  pri- 
mary and  specialist  physicians,  hospitals  and 
nursing  homes  and  among  practitioners  within  a 
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Health  Law  - Kepner 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D., 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 

are  pleased  to  announce  that  effective  March  4,  1991 

Magnetic  Resonance  Imaging 

will  be  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  100 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 

(302)  737-5990 


group  practice  will  be  covered  in  a new  rule 
because  the  OIG  agrees  that  they  benefit  patients 
by  ensuring  proper  continuity  of  care  or  conve- 
nient access  to  a specialist  in  whom  the  primary 
care  physician  has  confidence. 

Hospital  Cooperative  Arrangements 

Hospital  cooperative  service  organizations 
qualifying  under  Section  501(e)  of  the  Internal 
Revenue  Code  which  provide  purchasing,  billing 
and  clinical  services  solely  for  the  benefit  of 
patron  hospitals  will  be  permitted,  as  required  by 
the  Code,  to  distribute  net  earnings  to  the  patron 
hospitals  on  the  basis  of  the  services  performed  if 
this  additional  safe  harbor  is  adopted  by  the  OIG. 


other  payments  between  entities  where  exclusive 
ownership  control  is  present  and  the  practice  is 
not  otherwise  abusive. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physician  about  current  trends  in 
health  law. 


Payments  Among  Entities  with  Common  Own- 
ership 


This  additional  safe  harbor  will  cover  pay-  i 

ments  between  jointly  owned  subsidiaries  and  \ 
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COMPLETE 


Physician  Office  Management  Services 


Offered 

By 


D’Souza  & Associates,  Inc. 


Services  Offered: 


Computerize  Physician  Office  At  No  Cost  To  Physician 

Conversbn  of  Existing  Billing 

Computerized  Primary  & Secondary  Billing 

Computerized  Patient  Billing  and  Office  Management 

Complete  Billing  Follow-up 

Generation  of  Various  Reports 

Payroll 

Check  Writing 

Quarterly  Payroll  Tax  Compliance 
Bookkeeping 

Federal  & State  Tax  Returns 
Other  Financial  Services 


Please  Contact, 

Mabel  A.  D’Souza,  MA..,  C.PA.  or  Rudolph  E.  D’Souza,  M.BA.,  Ph.D. 


D’Souza  & Associates,  Inc. 
5301  Limestone  Road,  Suite  210 
Wilmington,  Delaware  19808 
Phone:  (302)  239-2300 
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SPECIAL  ARTICLE 


Help  for  the  Busy  Doctor 


The  success  or  failure  of  the  management  of 
any  patient  with  a chronic  disease  very  often 
hinges  on  the  patient’s  understanding  of  his/her 
disease,  i.e.  the  patient’s  education.  Physicians 
vary  a great  deal  in  carrying  out  this  function. 
The  busier  ones  may  not  be  able  to  take  the  time. 
For  some  who  do  take  the  time,  their  language 
may  get  in  the  way.  I heard  a doctor  recently 
explaining  back  pain  to  a group  of  lawyers.  He 
repeatedly  used  the  word  “metastasis.”  Fully 
half  the  people  there  didn’t  have  the  faintest  idea 
what  he  was  talking  about,  and  he  was  insen- 
sitive to  their  confusion.  Even  if  the  patient 
knows  the  words,  the  aura  of  the  doctor  may  get 
in  the  way,  especially  if  he  has  just  given  the  pa- 
tient some  upsetting  news.  Words  like  cancer, 
diabetes,  and  epilepsy  may  wipe  out  any  informa- 
tion that  follows  them.  Often  another  health  pro- 
fessional, typically  a nurse,  may  be  better  able  to 
communicate  with  the  patients  on  their  own 
level,  and  that  may  be  an  easier  and  more  effec- 
tive way  out  for  the  busy  primary  care  physician. 
The  problem  for  the  doctor  is  to  be  aware  of  and 
to  approve  what  the  nurse  or  dietician  or  physical 
therapist  is  teaching.  The  health  professional 
makes  a study  of  communication  as  part  of  their 
education.  We  do  not,  and  they  can  follow  through 
on  repeat  visits. 

If  you  have  trained  your  office  personnel  in 
teaching  your  patients  you  have  very  good  con- 
trol over  what  they  teach.  However,  there  are  a 
number  of  agencies  that  provide  home  care  at  the 
doctor’s  request,  and  they  are  always  happy  to 


provide  the  patient  instruction  as  well.  Moreover, 
if  they  go  back  to  see  the  patient  regularly,  they 
can  reconfirm  the  lessons,  add  to  what  has  been 
taught,  help  the  patient  adapt  to  the  home  en- 
vironment and  answer  questions.  For  example,  on 
your  diabetic  patient,  they  might  cover  insulin 
administration  one  visit,  diet  the  next,  foot  care 
the  next,  and  exercise  the  next.  In  this  way,  learn- 
ing comes  in  small  doses  the  patient  is  able  to 
retain. 

The  following,  sent  in  by  a nurse  at  Geriatric 
Services  of  Delaware  seems  to  have  a worthwhile 
message  for  some  of  our  busy  physicians,  and  in- 
dicates the  level  of  sophistication  home  health 
care  nurses  bring  to  their  work. 

E.  Wayne  Martz,  M.D. 

Editor 


The  health  care  professional  has  not  always 
viewed  patient  teaching  as  a top  priority.  In  the 
past  such  questions  as  “What  is  my  blood 
pressure?  Why  am  I taking  this  pill?  Why  am  I 
taking  this  test?”  often  were  asked  of  the  nurse 
or  left  unasked  altogether.  Our  traditional  view 
of  patient  education  did  not  require  the  health 
professional  to  share  information  with  the 
patient.  Gradually,  under  the  impetus  of  profes- 
sional and  legal  demands  for  accountability,  our 
philosophy  has  changed.  The  patient  care  process 
now  requires  patient  and  family  education  as  a 
major  responsibility  of  the  professional. 
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Much  of  the  teaching  of  patients  and  their 
families  can  now  be  done  by  nurses,  and  teaching 
is  now  considered  an  integral  part  of  patient  care. 
To  care  for  patients’  physical  needs  without 
teaching  them  to  regain  and  retain  their  health 
is  doing  only  half  the  job.  Teaching  is  a 
collaborative  process  which  involves  communica- 
tion between  the  patient  and  the  health  profes- 
sional. It  can  be  achieved  in  numerous  ways; 
individualized  or  in  large  groups,  spontaneous  or 
planned,  verbal  or  demonstrated.  The  goal  is  to 
add  to  the  patient’s  knowledge  base  so  he/she  can 
improve  or  maintain  health  and  comfort. 

In  complex  cases  a complete  objective  assess- 
ment of  the  patient  may  be  needed  to  understand 
the  environment,  identify  needs,  establish  objec- 
tives and  define  a plan.  During  assessment  of  the 
patient’s  needs  close  attention  must  be  paid  to 
the  patient’s  knowledge  base.  How  much  does  he 
know  about  his  condition  or  treatment?  How  ac- 
curate is  that  knowledge?  The  health  profes- 
sional must  also  address  the  patient’s  ability  to 
learn.  Does  he/she  understand  easily?  Does 
he/she  ask  questions?  Does  his  body  language  in- 
dicate confusion?  Can  he  follow  directions  or 
recall  information?  Can  he  hear,  see  and  com- 
municate? Once  it  has  been  established  that  this 
patient  can  learn,  the  question  becomes  whether 
he  is  ready  to  learn.  Is  he  open  to  a change  in  his 
life  at  this  point?  One  must  also  evaluate  whether 
this  information  is  really  necessary  to  the 
patient,  or  is  this  just  something  that  the  nurse 
wants  to  teach  him? 

The  effective  instructor  also  needs  to  look  at  the 
patient’s  history  of  compliance.  The  patient  must 
want  to  use  the  information  once  it  has  been 
taught.  Assessing  the  following  factors  will  help 
plan  the  approach  to  the  teaching.  What  are 
the  patient’s  fears  related  to  this  illness?  What 
is  his  educational  background,  his  cultural 
background,  his  past  history  with  health  related 
materials? 

Many  factors  can  impede  the  learning  process. 
First  is  anxiety.  Mild  anxiety  may  be  helpful  in 
learning,  but  severe  anxiety  is  incapacitating.  A 
second  interfering  factor  is  motivation.  If  the  pa- 
tient is  internally  motivated,  he  tends  to  be  self- 
directed,  and  the  use  of  the  new  materials  learned 
lasts  longer.  Those  patients  who  are  externally 
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motivated  need  repeated  reinforcement  and 
praise  if  their  learning  is  to  be  successful.  The 
third  impeding  factor  is  lack  of  trust  or  honesty. 
This  can  be  overcome  by  continuity  of  care.  Once 
a relationship  is  established  between  patient  and 
instructor,  it  is  better  not  to  disturb  it  by  in- 
troducing another  person.  All  these  factors  need 
to  be  addressed  when  preparing  the  teaching 
plan  if  the  best  possible  teaching  scenario  is  to 
occur. 

In  Delaware,  several  home  care  services  can 
and  do  provide  these  patient-and-family  educa- 
tion services.  Often  this  service  is  reimbursable 
under  the  patients’  private  insurance.  Medicare 
or  Medicaid.  Some  simple  examples  of  patient 
education  cover  the  following  topics:  diabetic  diet, 
care  and  insulin  therapy,  medication  programs 
and  compliance,  including  actions  and  side 
effects;  special  diets;  body  mechanics  for 
caregivers;  care  of  the  bed-bound  patient;  transfer 
techniques;  skin  care;  oxygen  therapy; 
gastrostomy  tube  feeding  and  care;  just  to  name 
a few. 

Commonly,  physicians  see  patients  who  develop 
a chronic  disease  (e.g.  diabetes)  late  in  their 
mature  years.  It  requires  an  enormous  amount 
of  time  to  educate  these  new  patients  and  to  pro- 
vide comprehensive  follow  up.  Often  it  is  impossi- 
ble for  the  physician’s  office  to  provide  this  type 
of  service.  The  logical  progression  is  for  the  pa- 
tient to  be  followed  by  a home  care  agency  in  the 
patient’s  own  home.  Typically,  the  nurse  can 
assess  the  patient’s  needs  and  develop  the  plan 
of  care  under  the  physician’s  orders. 

A fairly  typical  patient  recently  seen  by 
Geriatric  Services  of  Delaware  was  a 75  year  old 
woman  recently  diagnosed  as  having  adult  onset 
diabetes  mellitus.  The  physician  decided  insulin 
and  other  medication  were  indicated.  The  patient 
was  started  on  NPH  insulin  5 units  every  morn- 
ing, Micronase  5 mg  bid  and  an  1800  cal  ADA 
diet.  The  referring  physician  did  some  very  basic 
education,  knowing  that  the  nurse  could  build  on 
that  base.  This  patient  was  alert  and  oriented, 
eager  to  learn  about  the  disease  process  and  will- 
ing to  comply  with  medication  and  diet.  Nursing 
visits  were  made  daily  for  5 days  to  teach  and 
evaluate  her  understanding  of  her  disease  pro- 
cess; identify  normal  blood  sugars,  understand 
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III  Rehabilitation  Consultants,  Inc. 


Owners. 

Roben  Caulano.  M.A.,  P.T. 

I Favfl  Chavin.  M D 
Anthony  L Cucuz/ella.  M D. 
Pierre  L.  U'Ro>’,  M 0 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by.  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


lulo  \’  Monteleone,  M D 


Rehabilitation  Constdtants,  Inc.  ■ Since  1970 


I and  comply  with  her  scheduled  medication;  ad- 
I minister  her  own  insulin  daily;  understand  signs, 
symptoms,  causes  and  treatment  of  hypo- 
; glycemia  and  hyperglycemia;  understand  skin 
: and  foot  care  and  know  about  the  need  for  proper 
follow-up.  After  five  days  of  skilled  nursing  ser- 
vices, this  patient  seemed  to  have  a good 
understanding  of  everything  taught  her.  She 
demonstrated  safe  injection  technique  and  now 
has  a stable  blood  sugar.  Due  to  home  care,  this 
patient  is  much  better  equipped  to  handle  pro- 
blems which  may  arise  with  her  diabetes. 

Another  common  referr.al  from  a physician  is 
I teaching  a patient  to  use  oxygen  safely  in  the 
home.  The  oxygen  is  supplied  by  a medical  equip- 
ment company,  and  usually  the  patient  is  given 
a five  minute  demonstration  of  how  to  use  the 
equipment.  This  is  never  enough  education  and 
often  leaves  the  patient  feeling  nervous  and 
confused.  The  patient  and  family  should  receive 
information  on  setting  up  the  oxygen  tank,  safety 
considerations,  maintenance  of  the  equipment  at 
home,  adjustment  of  the  prescribed  flow  rate  and 


use  of  the  nasal  canula.  This  should  be  done  by 
a health  professional,  not  a delivery  person. 

Recently,  a home  health  care  agency  provided 
aide  services  to  a patient  whose  physician  had 
ordered  oxygen  therapy  at  home.  The  equipment 
company  delivered  the  oxygen  and  demonstrated 
its  use.  Two  hours  later,  his  wife  was  on  the  phone 
requesting  a nursing  visit  to  teach  her  how  to 
“hook  this  thing  up.”  She  had  completely  forgot- 
ten what  the  delivery  person  told  her  to  do.  This 
family  member  needed  written  instructions  and 
a list  of  steps  to  use  the  oxygen  in  her  home  safely. 
Two  nursing  visits  were  made  to  instruct  this 
family  and  evaluate  their  compliance.  They  now 
feel  more  confident  in  providing  care  for  their 
family  member. 

Home  Health  Care  Nurses  make  a major 
contribution  to  the  management  of  many 
patients  with  chronic  diseases  and  can  assist  the 
physician  in  this  crucial  activity. 

Rhonda  Montgomery,  R.N. 

Geriatric  Services  of  Delaware,  Inc. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


EDITORIAL 


Marketing  and  Professionalism 


In  the  August  1991  issue  of  Philadelphia 
Medicine  is  a fine  editorial  by  the  eminent 
Donald  R.  Cooper,  M.D.,  in  which  he  decries  the 
intrusion  of  marketing  into  the  profession  of 
medicine.  He  feels  that  marketing  and  profes- 
sionalism are  such  complete  opposites  as  to  be 
virtually  incompatible.  He  defines  “marketing” 
as  “advertising  and  selling  one’s  product  or  ser- 
vices,” and  in  trying  to  define  “professionalism” 
speaks  of  “study,”  “knowledge,”  “ethical 
principles,”  and  “willingness  to  give.. .to  those 
unable  to  pay.” 

I must  say  that  I agree  whole-heartedly  with 
the  point  that  Dr.  Cooper  is  trying  to  make,  in 
spite  of  the  assurances  of  the  Federal  Trade  Com- 
mission that  advertising  is  legal  and  desirable, 
and  the  forced  acquiescence  of  the  AMA.  It  is  not 
only  undignified  but  seems  to  me  to  border  on  the 
unscrupulous  to  try  to  gain  an  advantage  any 
way  other  than  by  excellence.  Of  course, 
excellence,  like  truth,  is  different  things  to 
different  people,  which  leaves  room  for  all  good 
doctors  to  thrive  and  prosper. 

However,  I would  point  out  that  there  is  really 
another  totally  different  concept  of  marketing 
which  is  not  incompatible  at  all  with  profes- 
sionalism. I would  call  advertising  and  selling 
“promotion”,  whereas  I would  consider  true 
marketing  as  determining  what  your  (intended) 
patients  really  want  and  providing  it  for  them. 
In  other  words,  filling  a need  or  demand.  This  can 
be  the  highest  form  of  true  service  to  mankind, 
and  indeed  very  professional. 

It  is  not  always  easy  to  define  what  the  true 
need  or  demand  is,  especially  if  the  people 
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themselves  are  not  aware  of  it.  For  example,  the 
public  says  it  wants  primary  care  physicians,  but 
the  fee  scales  say  the  public  wants  specialists. 
They  say  they  want  house  calls,  but  in  the  courts 
they  are  intolerant  of  the  uncertainties  and 
inaccuracies  that  go  with  snap  bedside  diagnoses, 
and  they  would  never  stand  for  the  time-based 
fees  associated  with  one  hour  for  a house  call. 
Often  the  demand  does  not  exist  until  the  product 
or  service  is  available.  Examples  in  business 
might  be  the  automobile  or  fast  food  restaurants, 
or  in  medicine,  open-heart  surgery  or  MRI. 

Nevertheless,  examples  abound  in  medicine  of 
physicians  who  recognized  a need  and  filled  it 
(called  “finding  a niche”).  The  Burn  Center  at  the 
Crozer  Hospital  in  Chester,  PA  might  be  a good 
example.  It  was  almost  entirely  the  efforts  of  one 
man  that  produced  it.  Or  on  a more  personal 
level,  the  recognition  by  our  friend  and  colleague 
Joe  Arminio  that  there  was  a need  for  hand 
surgery  in  this  highly  industrialized  area.  More 
recently,  laparoscopic  surgery,  the  need  for  which 
was  recognized  almost  simultaneously  by  Fred 
Toy  in  Nanticoke  Hospital  and  Alex  Balan  in  the 
Medical  Center  of  Delaware. 

With  this  kind  of  marketing  there  is  no  need  for 
advertising.  Those  who  need  the  service  will  seek 
it  out.  Building  a better  mousetrap  is  indeed  a 
form  of  marketing.  It  is  better  service  for  our 
patients  and  true  professionalism. 


E.  Wayne  Martz,  M.D. 
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If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  rele- 
vant information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington, 
DE  19806-2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before 
publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  302/654-1001.  The 
anonymity  of  the  caller  is  assured. 

JEFFERSON  HONORS 
WILMINGTON 
PEDIATRICIAN 

Sarabeth  Walker,  M.D.,  a practicing  pediatrician  in  the  Wilmington  area 
for  30  years,  recently  received  the  Blockley-Osler  Award  for  excellence  in 
teaching  clinical  pediatrics  to  Jefferson  medical  students.  The  award  is  given 
to  a faculty  member  of  a Jefferson  Medical  College-affiliated  hospital.  Dr. 
Walker  teaches  pediatrics  to  Jefferson’s  third-year  students  who  take  a six- 
week  core  rotation  at  the  Medical  Center  of  Delaware. 

She  has  been  acting  coordinator  for  pediatric  student  education  at  the 
Medical  Center  since  1989  and  was  recently  appointed  permanently  to  this 
position.  Before  joining  the  faculty,  she  was  in  private  pediatric  practice  in 
Wilmington. 

Dr.  Walker  is  a fellow  of  the  American  Academy  of  Pediatrics.  She  holds 
memberships  in  the  American  Medical  Association,  the  Medical  Society  of 
Delaware,  the  New  Castle  County  Medical  Society,  the  Delaware  Academy 
of  Pediatrics  and  the  American  Medical  Women’s  Association. 

She  earned  an  M.D.  degree  from  the  Medical  College  of  Virginia  in  1957. 
She  served  residencies  at  Delaware  Hospital  in  Wilmington  and  Johns 
Hopkins  Hospital  in  Baltimore. 

Dr.  Walker  lives  in  Wilmington  with  her  husband,  Charles. 

NIH  CONSENSUS 
DEVELOPMENT  CON- 
FERENCE ON  ACOUSTIC 
NEUROMA 

Acoustic  neuroma  is  the  subject  of  an  upcoming  consensus  development  con- 
ference sponsored  by  the  National  Institutes  of  Health.  The  conference  is 
scheduled  for  December  11-13,  1991,  in  Masur  Auditorium  of  the  NIH 
Clinical  Center  and  is  open  to  the  public. 
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CRISIS  IN  MEDICINE: 
TOWARDS  BIBLICAL 
SOLUTIONS 


AMA  WORKSHOPS 


The  conference  will  bring  together  specialists  in  neurosurgery,  radiosurgery, 
otology,  neurootology,  audiology,  otolaryngology,  and  other  relevant  fields. 
During  the  first  two  days,  experts  will  present  current  scientific  thinking 
about  the  diagnosis  and  management  of  acoustic  neuroma,  and  concerned 
voluntary  organizations  will  be  invited  to  make  statements.  On  the  third 
day,  after  considering  the  scientific  evidence,  the  consensus  panel  will  pre- 
sent its  draft  report  and  invite  comments  from  the  audience.  Raymond  D. 
Adams,  M.D.,  senior  neurologist,  Massachusetts  General  Hospital,  will  chair 
the  panel.  To  register  or  for  further  details,  contact  the  conference  registrar 
at  301/468-MEET. 


Emmanuel  Presbyterian  Church  is  sponsoring  a healthcare  conference  Fri- 
day, October  11,  from  6:30  p.m.  to  9:30  p.m.  and  Saturday,  October  12,  from 
8:30  a.m.  to  4:30  p.m.  Fee:  *25  per  person,  *35  per  couple.  To  register  or  for 
more  information,  call  478-7776. 


To  register  for  any  of  these  programs  or  for  more  information,  call  the  AMA 
registrar  at  800/366-6968. 


The  Business  Side  of  Medicine  (all  programs  held  in  New  York  City) 


Insurance  Processing  and  Coding 
ICD-9  Coding  for  Doctors’  Offices 
CPT  Coding:  Beyond  the  Basics 
Medical  Collections  Management 
Business  Side  of  Medicine 


October  1 
October  2 
October  3 
October  3 
October  4 


Gearing  Up  for  Retirement 
Washington,  D.C. 

New  York  City 


October  27 
December  8 


Joining  a Partnership  or  Group  Practice 
New  York  City 
Baltimore 
Chicago 


October  10 
November  7 

November  21,  December  12 


Starting  Your  Practice 
New  York  City 
Baltimore 
Chicago 


October  11-12 
November  8-9 

November  22-23,  December  13-14 
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CALENDAR  OF  EVENTS  ...  IN  BRIEF 


October  5 


Preventing  Complications  Associated  with  Supracondylar  Fractures; 
Wilmington,  Delaware.  Call  302/651-6752. 


October  25-26  “Geriatrics:  Dilemmas  and  Solutions”:  Mesa,  Arizona.  Call  602/974-4212 

between  8:00  a.m.  and  11:00  a.m.  MST. 


November  7-10  American  Pain  Society  10th  Annual  Scientific  Meeting;  New  Orleans,  Loui- 

siana. Call  Mono  Kronon  at  708/966-5595,  or  fax  708/966-9418. 


September,  November  “Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Your  Future 

Today”;  (location  varies).  Call  Jill  Rubiner  at  312/464-2461. 
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A Better  Way  to  Address  the  Issues 


During  my  tenure  as  President  of  the  Society  I have 
been  heartened  by  the  general  outpouring  of  support 
and  dedication  by  many  Medical  Society  members 
in  carrying  out  the  mission  of  our  organization.  The 
Medical  Society  of  Delaware,  like  any  other  profes- 
sional association  in  America,  is  a melting  pot  of 
individual  thought  and  varying  persuasions  on  the 
issues  which  confront  our  great  profession.  The 
amazing  consensus  of  opinion  which  drives  the  poli- 
cies of  the  Society  can  only  be  truly  appreciated  by 
one  who  has  had  the  opportunity,  as  I have  over  the 
past  twenty-seven  years,  to  see  the  organization  from 
the  perspective  of  active  participation.  It  is  this  con- 
sensus of  those  who  are  active  in  Medical  Society 
activities  which  is  key  to  preserving  our  medical 
practice  environment  in  such  a way  that  the  health 
and  well  being  of  our  patients  can  be  promoted. 

Also  during  my  tenure,  however,  I have  ob- 
served instances  when  members  of  the  Society  have 
chosen  to  ignore  consensus  building  from  within  and 
have  promoted  among  legislators  a view  point  in 
direct  opposition  to  the  considered  judgement  of  the 
Society ’s  committees.  Board  of  T rustees  and  House 
of  Delegates. 


An  example  of  this  occurred  earlier  this  year 
when  a bill  was  introduced  to  create  a separate  li- 
censing board  for  physician  assistants.  As  the  Soci- 
ety attempted  to  craft  a compromise  with  the  Dela- 
ware Academy  of  Physician  Assistants  leaving  ju- 
risdiction for  P.  A.  licensure  and  regulation  with  the 
Board  of  Medical  Practice,  several  of  our  members 
independently  articulated  strong  support  for  the  leg- 
islation as  written.  A few  legislators  responded  to  me 
personally  with  surprise  and  dismay,  after  having 
received  a quite  different  message  on  this  issue  from 
the  Society.  Such  mixed  signals  certainly  do  not 
serve  the  best  interests  of  the  Society  as  a whol  e.  This 
happened  again  recently  when  our  Senators  and 
Representatives  received  letters  in  support  of  legis- 
lation to  allow  direct  access  to  physical  therapy 
without  referral  by  a physician.  The  letters  were 
signed  by  four  physicians.  Was  it  clear  to  the  legisla- 
tors that  these  physicians  were  not  representing  the 
position  of  the  Medical  Society?  I sincerely  doubt  it. 
In  response  to  this  potential  confusion,  I personally 
sent  a letter  to  all  legislators  clarifying  the  Society’s 
stand  on  this  important  issue.  When  legislators  re- 
ceive a letter  from  the  Society,  they  know  the  Society 
is  speaking  on  behalf  of  the  vast  majority  of  Dela- 
ware physicians. 
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A possible  solution  to  this  dilemma  is  a greater 
awareness  of  all  Society  members  of  the  importance 
of  consensus  building  and  speaking  with  a unified 
voice.  If  a member  has  a concern  about  an  issue  on 
any  matter,  it  would  be  far  more  appropriate  to 
address  the  matter  to  the  Society  than  to  try  to  tackle 
the  problem  alone.  With  over  30  committees,  coun- 
cils and  task  forces  hard  at  work,  I can  assure  you 
that  the  Society  has  a committee  that  is  well  suited  to 
review  the  question  at  hand  and  build  a consensus  on 
the  appropriate  answer.  Once  a position  is  estab- 
lished, then  concerted  action  is  needed  by  each  of  us 
as  individuals  and  as  members  of  our  Society  to 
communicate  this  position  to  the  policy  makers  of 
our  State.  This  process  has  worked  repeatedly  this 
past  year,  to  which  I can  personally  attest.  It  is,  I 
believe,  a better  way. 

^ % 

Ali  Z.  Hameli,  M.D. 

President 


PHYSICIANS  SOUGHT 

Newark  Emergency  Center, 
a 24-hour  facility, 
with  18  years  of  experience, 
is  seeking  new  physicians 
for  full-time  and  part-time  coverage  j 
in  an  amicable  and  pleasant  atmosphere. 

Contact  Thelma  Clagett,  Administrator  . 
Newark  Emergency  Center 

302/738-6600 


Your  First  Choice  in  the  First  State 


Whether  you're  looking  for  the  charm  of  a country  estate,  a large,  contemporary 
facility,  a location  accessible  to  the  rural  section  of  the  state,  or  the  refreshing 
atmosphere  of  a seaside  retreat  center  with  overnight  lodging,  you'll  find  what  you're 
looking  for  at  one  of  the  University  of  Delaware  Conference  and  Meeting  Centers. 

University  of  Delaware 

iConference  and  Meeting  Centers 


Professional  meeting  and  planning 
assistance 

Complete  banquet  and  catering 
services 


Full-range  of  audio-visual  equipment 
Conference,  meeting  and  seminar 
rooms 

Free  parking 


ITYof 

lEIAWARE 


For  information  call  302/451-8590 


Wilmington  • Newark  • Milford  • Lewes 
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Mr.  and  Mrs.  Oken 


"Living  at  Brandywine  Park  Condominiums 
reminds  us  of  life  on  a country  estate,  but  it's 
right  in  the  middle  of  the  city!  The  convenient  location 
provides  an  easy  walk  downtown,  and  the 
shops  at  Trolley  Square  are  even  closer." 


From  $119,900 

Special  financing  package  available. 

Open:  Monday,  Tuesday  and  Wednesday  12  p.m.  - 4 p.m. 
Saturday  and  Sunday  12  p.m.  - 5 p.m. 

Or  by  appointment 

Call  Joann  Allen  for  more  information. 

302-655-2262 


Marketed  by: 

,-RCARV-i 

SCOTT 


Directions:  From  1-95  take  Delaware  Avenue  (north)  exit  Follow  Delaware  Ave.  to  North  Van  Buren  Street. 
Turn  right  onto  Van  Buren;  follow  into  Brandywine  Park.  Cross  bridge  over  river,  look  for  our  sign  and  take 
first  left  onto  North  Park  Drive  Follow  river  to  Brandywine  Park  Condominiums. 


All  information  deemed  reliable  and  subject  to  change  without  notice. 


Princeton, 
you’re  in 
good  company 


^My  agent  is  always  on 
the  lookout  for  me  - 
comparing  rates,  coverages, 
and  company  stability. 

He  recommended  Princeton 
because  it  offers  Occurrence 
Plus  coverage,  competitive  rates, 
and  it’s  a leading  writer  of 
medical  malpractice  insurance. 

I trusted  bis  judgment.^  ^ 


More  than  1,300 
doctors  in  Maryl 
and  Delaware  ha| 
chosen  Princeton) 
their  professional 


The  independent  agents 
who  represent  Princeton 
put  you  first. 


Princeton  Insurance  Company 
4 North  Park  Drive 
Hunt  Valley,  MD  21030-1812 
301-785-0900 
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SCIENTIFIC  ARTICLE 


Osteoarthritis:  with  Emphasis  on 
Primary  Osteoarthritis  of  the  Shoulder 


Warren  C.  Phillips,  Jr.,  M.D. 
Susan  V.  Kattapuram,  M.D. 


^Abstract 

Fifty -three  shoulders  in  35  patients  were  found 
(to  have  osteoarthritis  (OA)  of  the  shoulder  using 
.radiographic  criteria  to  establish  the  diagnosis. 
['Thirty  of  these  shoulders  did  not  exhibit  any 
! predetermined  signs  of  secondary  OA  and  were 
. labeled  primary  OA.  The  average  age  of  the  pa- 
itients  was  79  years.  This  article  discusses  OA, 
with  special  emphasis  on  primary  OA  of  the 
[shoulder.  Primary  OA  of  the  shoulder  appears  to 
I occur  in  older  individuals  and  may  not  be  as  rare 
1 as  many  observers  have  stated. 

r Introduction 

Osteoarthritis  (OA)  of  the  shoulder  may  be 
I primary  or  secondary.^'®  Primary  OA  is  judged  to 
' be  present  if  no  predisposing  factors  were  present 
1 which  could  lead  to  joint  malfunction.  Common 
' predisposing  factors  include  systemic  arthritis, 
I chronic  rotator  cuff  tear,  post-traumatic,  and 

Dr.  Phillips  is  Chairman  of  Radiology  at  Milford  Memorial  Hospital,  Milford, 
■ Delaware. 

' Dr.  Kattapuram  is  Assistant  Professor  of  Radiology  at  Harvard  Medical  School 
at  Massachusetts  General  Hospital,  Boston,  Massachusetts. 
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congenital  malformations.  Many  authors  have 
stated  that  primary  OA  is  very  rare.^ A book 
devoted  entirely  to  the  shoulder  states  that  “ex- 
traordinary trauma”  is  required  to  produce  this 
condition  in  persons  who  are  otherwise  healthy,® 
while  another  reference  states  that  “many 
radiologists  consider  degenerative  abnormalities 
in  this  location  to  be  extremely  rare  in  the 
absence  of  an  underlying  articular  or  metabolic 
disorder.”®  The  primary  purpose  of  this  com- 
munication is  to  estimate  the  prevalence  of 
primary  OA  of  the  shoulder  in  a qualitative  way 
using  radiographic  criteria  to  establish  the 
diagnosis,  and  thus  present  evidence  against  the 
rarity  of  this  condition. 

Materials  and  Methods 

Over  a period  of  about  four  years,  radiographs 
were  collected  which  demonstrated  changes  of  OA 
of  the  shoulder  by  one  of  us  (WCP).  The  initial 
discovery  of  these  findings  was  almost  always  noted 
on  chest  x-rays  obtained  in  a small  community 
hospital.  OA  was  judged  to  be  present  if  one  or 
more  of  the  following  were  present;  joint  space  nar- 
rowing, spur  formation,  humeral  head  flattening, 
subarticular  cyst  formation  or  bony  ebur nation. 
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Fifty-three  shoulders  in  35  patients  form  the 
population  initially  observed  to  have  OA.  An  at- 
tempt was  made  to  eliminate  secondary  OA  by 
analyzing  all  available  clinical  and  radiographic 
information,  including  hospital  charts  and 
rheumatology  records.  Radiographic  criteria 
used  to  try  to  eliminate  secondary  OA  included 
a distance  of  less  than  5 millimeters  between  the 
humeral  head  and  acromial  process  (which  sug- 
gests chronic  rotator  cuff  tear),  chondrocalcinosis 
(which  suggests  pyrophosphate  deposition 
disease),  and  evidence  of  previous  trauma  and/or 
osteonecrosis.  Also,  evidence  of  osteonecrosis  or 
chondrocalcinosis  in  other  joints  eliminated  a 
given  case  from  further  consideration.  Twenty- 
three  joints  in  15  patients  were  eliminated  from 
further  study.  There  were  12  shoulders  with  a 
humeral  head/acromial  distance  of  less  than  five 
millimeters,  suggesting  the  possibility  of  chronic 
rotator  cuff  tear;  10  cases  of  possible  inflam- 
matory arthritis  which  were  diagnosed  mainly  by 
clinical  criteria;  and  one  case  of  bony  collapse  of 
the  humeral  head,  suggesting  osteonecrosis.  No 
cases  of  chondrocalcinosis  or  post-trauma  were 
apparent.  Thus,  the  final  study  population 
consisted  of  30  shoulders  in  20  patients. 

Radiographs  of  the  glenohumeral  joint  were 
graded  or  measured  for  each  of  the  following:  the 
amount  and  location  of  joint-space  narrowing,  the 
presence  and  location  of  spurs,  the  degree  of 
flattening  of  the  humeral  head,  the  degree  and 
location  of  subarticular  cyst  formation  and 
enthesis,  the  average  cortical  thickness 
measured  in  the  diaphysis,  and  the  distance 
between  the  humeral  head  and  acromion.  The 
severity  of  OA  of  the  acromioclavicular  joint  was 
recorded.  Radiographs  of  all  other  available  joints 
were  reviewed  for  the  presence  of  OA;  these  were 
arbitrarily  graded  as  mild,  moderate  or  severe. 

Prevalence  of  disease  was  estimated  by  compar- 
ing the  number  of  patients  with  primary  OA  of 
the  shoulder  with  the  number  of  patients  who 
received  chest  radiographs  at  our  institution 
during  a single  calendar  year  (1986). 

Results 

Sixty-five  percent  of  the  patients  were  female. 
The  average  age  for  all  patients  was  79  years 
(average  for  males  was  77;  for  females,  81).  Forty- 
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seven  percent  of  shoulders  were  on  the  left.* 
Eighty -five  percent  of  the  patients  were  white.  I 

Nineteen  of  30  patients  had  a cartilage 
thickness  of  2 mm  or  less.  Most  of  the  time  the 
thinning  was  symmetrical  (22/30).  Spurs  of  the! 
humeral  and  glenoid  fossa  were  noted  in  27/30 
shoulders,  and  they  were  equally  prominent  on^ 
the  humeral  head  and  glenoid  fossa.  Seventy-; 
three  percent  were  located  inferiorly.  A flattened 
humeral  head  curve  was  judged  to  be  present  in* 
15  shoulders.  Subarticular  cyst  formation  was 
seen  in  15/30  joints.  Among  those  joints  with! 
cysts,  the  typical  glenoid  had  “mild”  changes, 
and  the  humeral  head  had  “moderate”  changes.  i 
Evidence  of  eburnation  was  seen  in  13/30  joints. ! 
Among  joints  involved,  the  typical  glenoid  and! 
humeral  head  had  mild  to  moderate  changes. 
Enthesis  was  judged  to  be  minimal  or  absent  in 
almost  all  cases.  The  distance  between  the  AC 
joint  and  the  humeral  head  averaged  8.1  mm. : 
The  average  cortical  thickness  was  3.6  mm.  Some 
of  these  findings  are  evident  in  Figure  1. 


Figure  1 A.  Osteoarthritis  of  the  right  shoulder  is 
evident  in  this  female  patient. 
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Figure  IB.  Five  years  later,  the  patient  sustained  a fall,  resulting  in  a minimally  displaced  fracture. 
The  arthritic  changes  have  progressed. 


Osteoarthritis 

To  investigate  the  possibility  of  “generalized 
OA,”  an  attempt  was  made  to  judge  the  status  of 
other  joints.  Such  films  were  available  in  17/20 
patients.  There  were  29  hips,  15  knees,  and  six 
wrists  and/or  hands.  The  average  joint  involve- 
ment by  OA  was  judged  to  be  minimal  or  mild. 
Because  none  of  the  cases  exhibited  extensive  OA 
in  more  than  three  joints,  a diagnosis  of 
“generalized  OA”  was  not  felt  warranted  in  any 
of  the  cases. 

During  the  initial  year  of  data  collection,  about 
12,000  patients  had  one  or  more  radiographs  of 
the  chest  or  ribs.  Ten  of  these  patients  were 
judged  to  have  primary  OA  of  the  shoulder.  Thus 
the  prevalence  of  disease  was  approximately 
10/12,000,  or  about  0.1  percent.  However,  this 
figure  undoubtedly  overestimates  the  prevalence 
in  the  general  population  because  people  with 
shoulder  OA  are  old,  and  would  therefore  be  more 
likely  to  seek  medical  attention  than  people  in 
general. 
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Discussion 

Osteoarthritis:  General  Facts 

Osteoarthritis  is  a common  disease  of  great 
economic  importance  and  has  been  known  since 
ancient  times.  Its  burden  on  mankind  is  increas- 
ing in  step  with  the  aging  of  the  population.^ 
The  entity  is  not  well  defined.^^  Radiologists, 
pathologists  and  clinicians  all  use  different 
criteria  to  establish  the  diagnosis.^"*’^^  For  exam- 
ple, according  to  the  clinical  definition  which 
depends  on  patient  symptomology  and  decreased 
range  of  motion,  radiographs  overdiagnose  or 
underdiagnose  OA  30  to  50  percent  of  the  time.^® 

The  cause  of  OA  is  unclear,  and  it  may  be  a final 
common  pathway  caused  by  several  factors.^’“ 
An  idiopathic  form  appears  to  exist.®  A variety 
of  predisposing  factors  have  been  identified.  The 
three  most  important  factors  include  age, 
systemic  factors  and  excessive  mechanical 
stress. Advanced  age  is  commonly 
associated  with  OA,  especially  in  larger 
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joints.”'^®  The  prevalence  of  OA  in  the  United 
States  increases  from  4 percent  in  young  adults 
to  nearly  85  percent  in  aged  adults. Below  the 
age  of  45,  OA  is  more  common  in  males,  whereas 
after  55,  females  predominate^^’^®’^^  This  sug- 
gests that  systemic  factors  play  a role  in  the 
development  of  OA.  Other  facts  which  emphasize 
the  involvement  of  systemic  factors  include  in- 
volvement in  nonloadbearing  areas  of  the  joint, 
a predilection  for  the  small  joints  of  the  hand  in 
elderly  females  (Heberden’s  and  Bouchard’s 
nodes),  hereditary  and/or  racial  tendencies,  and 
the  existence  of  “generalized  Finally, 

stress,  or  “wear  and  tear,”  have  an  important 
role.^’“'^^'^®  Athletes  may  develop  advanced 
changes  in  heavily  used  joints;  for  example, 
baseball  pitchers  develop  OA  of  the  shoulders  and 
runners  develop  early  OA  in  their  knees. 
However,  there  have  been  some  studies  which 
have  shown  very  little  correlation  between  heavy 
use  and  OA.^^ 

Radiographically,  primary  OA  of  the  joints 
develops  along  well-established  lines.®  “’^^'^®’^®  In 
the  large  joints  of  the  extremities,  early  changes 
include  the  development  of  osteophytes  with 
subsequent  narrowing  of  the  joint  space.  The  nar- 
rowing occurs  preferentially  in  areas  of  max- 
imum stress.  Both  of  these  changes  progress  over 
time.  Sclerosis  or  eburnation  of  the  subarticular 
regions  may  ensue.  The  most  severe  form  is 
manifested  radiographically  by  large 
osteophytes,  an  asymmetrically  narrowed  joint 
space,  sclerosis  and  deformity  of  the  adjacent 
bones.  This  deformity  is  seen  especially  in  ball- 
and-socket  joints  like  the  hip  or  shoulder  and  is 
manifested  by  enlargement  of  the  ball  with 
compensatory  remodeling  of  the  socket. 

Pathological  changes  are  evident  long  before 
the  gross  changes  revealed  by  radiography  or 
clinical  symptoms  develop®'^^  The  earliest  bony 
changes  consist  of  lipping,  which  represents  joint 
remodeling.  However,  cartilage  alterations 
precede  the  bony  changes  by  years  and  consist  of 
fracture  of  collagen  fibers  which  are  embedded  in 
articular  cartilage  and  microfractures  of  the 
underlying  cancellous  bone.®’^®’^®’®^  Cartilage 
degeneration  occurs  primarily  in  the  weight- 
bearing areas,  but  also  is  seen  in  nonloadbearing 
regions. 
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Osteoarthritis  of  the  Shoulder 

The  shoulder  joint  is  the  most  mobile  joint  in  i 
the  body.  Four  articulations  comprise  the 
“shoulder  joint.”  These  include  the  glenohumeral 
joint,  the  acromioclavicular  joint,  the  ster- 
noclavicular joint  and  the  scapulothoracic 
joint. The  first  three  are  true  diarthrodial 
joints,  while  the  last  consists  of  the  muscular  at- 
tachments of  the  scapula  to  the  thorax.  When  the 
arm  is  abducted  to  90  degrees,  the  force  across  the 
glenohumeral  joint  may  approach  90  percent  of 
body  weight.^®’^^  This  indicates  that  there  is  con- 
siderable force  across  this  nonweightbearing 
joint  during  abduction. 

OA  of  the  shoulder  can  be  conveniently  divided 
into  primary  and  secondary  forms.  Most  , 
secondary  OA  is  due  to  rheumatoid  arthritis, 
chronic  rotator  cuff  tear  or  is  post-traumatic.  The 
incidence  of  primary  OA  is  controversial.  Some 
observers  state  that  primary  OA  is  a common 
cause  of  shoulder  arthritis.®’^®’^^  In  one  study, 
anatomic  analysis  of  shoulders  in  1000 
unselected  autopsies  revealed  gross  alterations 
of  OA  in  about  60  percent  of  adults.^®  However, 
others  state  that  primary  OA  is  rare,  and  only  oc- 
curs “after  years  of  excessive 
The  data  presented  in  this  communication  in- 
dicate that  this  disorder  may  not  be  as  rare  as 
previously  thought  by  some  observers.  Our  data 
suggest  that  about  1 in  1000  people  of  advanced 
age  have  primary  OA  of  the  shoulder  if 
radiographic  criteria  are  used  to  establish  the 
diagnosis. 

The  reason  why  some  authors  feel  that  primary 
OA  of  the  shoulder  is  rare  is  unclear,  but  the  per- 
sonal experience  of  one  of  us  (WCP)  may  be  in- 
structive. During  three  years  of  academic  bone 
radiology  in  a major  referral  hospital,  few  cases 
of  primary  OA  of  the  shoulder  were  evident. 
However,  the  following  years  were  spent  in  a 
general  practice  setting  where  this  disorder  was 
apparent,  especially  on  chest  x-rays.  The  fact  that 
the  majority  of  the  radiographs  were  not  of  the 
shoulder  suggests  that  the  symptoms  are 
minimal.  The  older  age  of  the  patients,  the 
benignity  of  the  condition,  and  the  presumed 
mild  symptoms  would  not  cause  these  patients  to 
be  evaluated  at  referral  centers  where  the  vast 
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majority  of  academic  papers  are  written.  Thus, 
the  prevalence  of  this  disorder  may  be 
underestimated  in  the  medical  literature. 

The  present  study  has  several  limitations.  The 
first  is  that  no  pathological  correlation  was 
available.  Each  patient  could  have  been  inter- 
viewed and  subjected  to  a series  of  laboratory 
tests,  but  this  was  not  felt  indicated  for  investiga- 
tion of  a benign  disease  in  a patient  of  advanced 
age.  Additionally,  the  grading  system  used 
depended  solely  on  gross  pathology  as  revealed 
by  radiography.  No  microscopic  or  laboratory 
data  were  utilized. 

The  reason  why  primary  OA  is  more  frequent 
in  some  joints  than  others  is  a matter  of  con- 
siderable controversy.  In  addition  to  the  roles 
played  by  age,  systemic  factors  and  sex,  the  role 
of  wear  and  tear  versus  joint  design  has  recently 
been  emphasized.^  The  evolutionary  transition 
to  bipedalism  has  placed  some  joints  under  in- 
creased stress,  while  the  stress  on  others  has 
decreased.  This  results  in  some  joints  having  a 
large  functional  reserve  (i.e.,  “overdesigned”), 
whereas  the  reserve  of  other  joints  will  be 
marginal.  The  upright  posture  places  the  entire 
body  weight  on  the  two  lower  limbs  and 
redistributes  stress  on  the  spine.  As  a result,  the 
first  metatarsalphalalgeal  joint,  knee,  hip,  and 
apophyseal  joints  of  the  spine  are  frequent  sites 
of  involvement.  Extensive  use  of  the  thumb 
corresponds  to  the  high  frequency  of  first 
metacarpophalangeal  involvement.  Conversely, 
the  major  joints  of  the  upper  extremity  are  no 
longer  weight  bearing  and  are  therefore  probably 
“overdesigned.”  This  correlates  with  a low 
frequency  pf  involvement  of  the  wrist,  elbow  and 
shoulder.^’^’^^ 

In  conclusion,  primary  OA  of  the  shoulder  is 
probably  not  a rare  disorder  in  people  of  advanced 
age.  The  etiology  of  OA  is  multifactorial.  The 
relative  rarity  of  primary  shoulder  OA  prior  to 
old  age  may  be  related  to  its  “overdesign”  in  an 
evolutionary  sense. 


References 

1.  Rogers  LF.  Hendrix  RW.  The  painful  shoulder.  Rad  Clin  NA  1988:26;  1359-1371. 

2.  Rafii  M,  Firooznia  H.  Bonamo  JJ,  Minkoff  J,  Golimbu  C.  Athlete  shoulder  in- 
juries: CT  arthrographic  findings.  Radiology  1987;162:559-564. 

3.  Meisel  AD,  Bullough  PG.  Atlas  of  osteoarthritis.  Philadelphia:  Lea  & Febiger, 
1984:9.1-9.4 

4.  Germain  BF.  The  painful  shoulder.  In:  Germain  BF,  ed.  Osteoarthritis  and 
musculoskeletal  pain  syndromes.  New  Hyde  Park,  NY:  Medical  Examination 
Publishing  Co.,  Inc.,  1983:101-102. 

5.  Ortner  DJ,  Putschar  WGJ.  Smithsonian  contributions  to  anthropology,  number 
28.  Identification  of  pathological  conditions  in  human  skeletal  remains.  City  of 
Washington;  Smithsonian  Institution  Press,  1981:419-433. 

6.  Neer  CS  2nd.  Replacement  arthroplasty  for  glenohumeral  osteoarthritis.  J Bone 
Joint  Surg[Am\  1974;56-A;1-13. 

7.  Hutton  CW.  Hypothesis.  Generalized  osteoarthritis;  an  evolutionary  problem? 
Lancet  1987;1:1463-5. 

8.  Kerr  R,  Resnick  D.  Pineda  C,  Haghighi  P.  Osteoarthritis  of  the  glenohumeral 
joint:  a radiologic-pathologic  study.  AJR  1985;144:967-972. 

9.  Kessel  L.  Clinical  disorders  of  the  shoulder.  New  York:  Churchill  Livingstone, 
1982:79. 

10.  Wilde  AH.  Osteoarthritis  of  the  shoulder  and  elbow.  In  Moskowitz  RW,  Howell 
DS,  Goldberg  VM,  Mankin  HJ  eds.  Osteoarthritis.  Diagnosis  and  management. 
Philadelphia:  W B Saunders  Co,  1984:377-387. 

11.  Peyron  JG.  Epidemiologic  and  etiologic  approach  of  osteoarthritis.  Semin  Ar- 
thritis  Rheum  1979;8:288-306. 

12.  Burke  M J,  Fear  EC,  Wright  V.  Bone  and  joint  changes  in  pneumatic  drillers. 
Ann  Rheum  Dis  1977;36:276-279. 

13.  Doherty  M,  Watt  I.  Dieppe  P.  Influence  of  primary  generalized  osteoarthritis 
on  the  development  of  secondary  osteoarthritis.  Lancet  1983;2:8-11. 

14.  Bjelle  A.  Epidemiological  aspects  of  osteo-arthritis.  Scandinavian  J of  Rheum 
1982;  supplement  43:35-48. 

15.  Lequesne  M.  Osteoarthritis:  the  facts.  Clinical  features,  diagnostic  criteria, 
functional  assessments  and  radiological  classifications  of  osteoarthritis  (excluding 
the  spine).  In  Huskisson  EC,  Katona  G,  eds.  New  trends  in  osteoarthritis.  New 
York:  S Karger,  1982;7:1-10.  (Schattenkirchner  M,  ed.  Series:  Rheumatology). 

16.  Jurmain  RD.  Stress  and  the  etiology  of  osteoarthritis.  Am  J Phys  Anthrop 
1977;46:353-366. 

17.  National  center  for  health  statistics  (NCHS).  Prevalence  of  osteo-arthritis  in 
adults  - by  age,  sex,  race  and  geographical  area.  United  States,  1960-1962.  Publ 
no  1000,  series  11  no  15.  US  government  printing  office,  Washington  1966. 

18.  Pesnick  D.  Eugene  W.  Caldwell  lecture.  Common  disorders  of  synovium-lined 
joints;  pathogenesis,  imaging  abnormalities,  and  complications.  AJR 
1988;151:1079-1092. 

19.  Glynn  LE.  Hypothesis.  Primary  lesion  in  osteoarthritis.  Lancet 
1977;1:574-575. 

20.  Kellgren  JH,  Lawrence  JS.  Radiological  assessment  of  osteo-arthrosis.  Ann 
Rheum  Dis  1957;16:494-502. 

21.  De Palma  AF,  Gallery  G,  Bennett  GA.  Variational  anatomy  and  degenerative 
lesions  of  the  shoulder  joint.  Am  Acad  Orth  Surg,  industrial  course  lectures. 
1949;6:255-281. 

22.  Zuckerman  JD,  Shapiro  I.  Geriatric  shoulder  pain:  common  causes  and  their 
management.  In  Zuckerman  JD,  Frankel  VH,  eds.  (Jeriatric  orthopedics  series. 
Geriatrics  1987;42:43-58. 

23.  Poppen  NK,  Walker  PS.  Forces  at  the  glenohumeral  joint  in  abduction.  Clin 
Orthop  1978;135:165-170. 

24.  Neer  CS  2nd.  Degenerative  lesions  of  the  proximal  humeral  articular  surface. 
Clin  Orthop  1961;20:116-124, 

25.  Aronchick  JM,  Dalinka  MK,  A 76-year-old  man  with  a five  day  history  of  pain- 
ful swelling  of  the  right  hand.  In  Jacobson  HG,  ed.  Topics  in  radiology.  Case  of 
the  month.  JAMA  1983;250:1441-1442. 

26.  Curran  JF,  Ellman  MH.  Brown  NL.  Rheumatologic  aspects  of  the  painful  con- 
ditions affecting  the  shoulder.  Clin  Orthop  1983;173:27-37. 


Acknowledgement 

We  wish  to  thank  Dr.  Stuart  Narrod  and  Janice 
Tarr  for  their  assistance  in  data  collection  and 
manuscript  preparation. 

Del  Med  Jrl,  October  1991-Vol.  63,  No.  10  613 


WHY  ONE  OF 
AMERICA’S  #1 
MANUFACTURERS  CHOSE 
BANK  OF  DELAWARE 
AS  THEIR  #1  BANK. 


When  you  next  check  your  car  speedometer, 
chances  are  you’re  looking  at  a product  of  the 
Kaumagraph  Corporation  of  Wilmington. 

Kaumagraph  produces  graphic  displays  for  car 
dashboards  and  many  other  forms  of  instrumenta- 
tion. In  order  to  finance  recent  expansions,  they 
switched  to  Bank  of  Delaware  for  all  of  their 
corporate  banking  services. 

“We’re  using  Bank  of  Delaware  for  cash 
management,  deposit  and  credit  services,”  says 
Kaumagraph  Chairman  Raymond  Burke.  “Bank  of 
Delaware  has  been  an  excellent  choice.  Not  only 
have  they  been  extremely  flexible,  but  they  have 
also  been  very  responsive  to  our  needs.  In  an 
industry  like  ours,  that’s  a priceless  advantage.” 
Can  we  be  instrumental  in  your  company’s 
success?  Call  Steve  Clark  at  429-1290,  outside  New 
Castle  County  call  1-800-722-1172  and  find  out. 


D BANCOF  DBiBMIll^ 


A PNC  BANK 


i 


I 


SCIENTIFIC  ARTICLE 


Osteoporosis  — 

Estrogen  Replacement  Therapy: 
Risk/Benefit  Ratio  for  Treatment 


Gerald  A.  Glowacki,  M.D. 


Athough  osteoporosis  was  first  described  in 
1941,  researchers  have  yet  to  adequately  define 
the  mechanisms  responsible  for  this  bone- 
depleting  malady.  At  present,  there  are  no  known 
biochemical  abnormalities  associated  with  the 
development  of  osteoporosis.  In  fact,  while  most 
investigators  agree  that  osteoporotic  bone  is 
reduced  in  quantity,  the  bone  itself  is  essential- 
ly normal  in  chemical  composition. 

There  are,  however,  a number  of  drugs  as  well 
as  endocrine,  dietary,  and  malabsorptive  syn- 
dromes that  are  associated  with  osteoporosis. 
Corticosteroids,  cytotoxic  agents,  and  heparin 
have  been  demonstrated  as  causing  bone  mineral 
loss.  Hyperthyroidism,  primary  hyper- 
parathyroidism, and  Cushing’s  syndrome  are 
causative  endocrine  diseases,  while  alcoholism, 
smoking,  vitamin  C deficiency,  and  upper 
gastrointestinal  tract  surgery  (gastric  stapling) 

Dr.  Glowacki  is  Chairman,  Department  of  Obstetrics  and  Gynecology,  Franklin 
Square  Hospital  Center,  and  Assistant  Professor,  Department  of  Obstetrics  and 
Gynecology,  The  Johns  Hopkins  Hospital.  Baltimore. 

Md  MedJ  1989;38:551-5.  This  article  was  awarded  the  fourth  annual  Best  Ar- 
ticle Award  at  Med  Chi’s  Semiannual  Meeting  in  September  1990. 


are  among  the  dietary  and  malabsorptive  factors 
associated  with  osteoporosis.  In  addition,  chronic 
renal  failure,  vitamin  D deficiency,  rheumatoid 
arthritis,  and  immobilization  and  weightlessness 
are  additional  factors. 

Prevalence  of  Osteoporosis  and  Related  Fractures 

In  both  sexes,  peak  bone  mass  is  reached  at 
about  age  35,  at  which  point  either  a plateau  is 
maintained  or  a downward  slope  begins.  The 
subsequent  development  of  osteoporosis,  however, 
is  much  more  common  in  women  than  in  men. 
For  example,  symptomatic  spinal  osteoporosis  is 
about  four  times  as  common  in  women  as  in  men, 
while  hip  fractures  are  about  2.4  times  as 
common.  In  a study  of  the  prevalence  rates  of 
osteoporosis  in  Michigan  women  over  the  age  of 
45,  investigators  found  that  between  the  ages  of 
45  and  49  approximately  18  percent  of  these 
women  had  osteoporosis.'  Between  ages  50  and 
75,  there  was  an  additional  15  to  20  percent  in- 
cidence of  osteoporosis  detected  per  five-year 
period.  Finally,  by  age  75,  90  percent  of  these 
women  had  significant  osteoporosis. 
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This  increasing  rate  of  osteoporosis  translates 
into  a significant  number  of  fractures  among 
both  men  and  women.  That  is,  80  percent  of  all 
hip  fracture  patients  have  preexisting 
osteoporosis.  The  risk  of  hip  fracture  is  at  least 
20  percent  by  age  90.  It  is  important  to  note  that 
one-sixth  of  these  patients  will  die  within  three 
months  of  the  fracture.  In  the  United  States,  it  is 
estimated  that  over  120,000  hip  fractures  occur 
in  elderly  women  each  year.  The  cost  of  treating 
these  fractures,  which  are  thought  to  result  in 
50,000  deaths  per  year,  exceeds  $2  billion 
annually. 

In  addition  to  hip  fracture,  approximately  25 
percent  of  all  white  women  over  age  60  have 
spinal  compression  fractures  due  to  osteoporosis 
and  up  to  50  percent  of  women  will  develop 
vertebral  fractures  by  age  75.  After  age  45,  there 
is  a marked  increase  in  the  incidence  of  distal 
forearm  fractures,  and  by  age  60,  there  are  10 
times  more  forearm  fractures  in  women  than  in 
men  of  comparable  age. 

Diagnosis  of  Osteoporosis 

Osteoporosis  can  be  divided  into  two  diagnostic 
categories,  postmenopausal  (type  I)  and  senile 
(type  II).  The  onset  of  postmenopausal  or  type  I 
osteoporosis  most  often  correlates  with 
menopause  or  castration.^’®  It  affects  trabecular 
bone  more  significantly  than  cortical  bone  and, 
therefore,  the  main  site  of  fracture  is  often  the 
vertebrae.  The  primary  cause  of  fracture  is 
related  to  estrogen  deficiency  as  well  as  to  the 
decreases  in  calcium  absorption  and  parathyroid 
function. 

In  senile  (type  II)  osteoporosis,  the  age  of  onset 
is  generally  65  and  older.  Overall  in  senile 
osteoporosis  there  is  a 2:1  female-to-male  ratio  of 
fractures  and,  as  opposed  to  type  I osteoporosis, 
trabecular  and  cortical  bone  are  lost  in  equal 
amounts.  The  main  sites  of  fracture  are  hips  and 
other  long  bones,  although  causative  factors 
other  than  aging  have  not  yet  been  delineated. 
Calcium  absorption,  which  is  associated  with  an 
increase  in  parathyroid  function,  is  decreased  in 
senile  osteoporosis.  It  should  be  noted  that 
dietary  calcium  supplementation  has  been 
associated  with  decreased  bone  loss  in  this  type 
of  osteoporosis. 
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Diagnostic  Techniques 

A variety  of  noninvasive  techniques  have  been  i 
used  for  the  measurement  of  bone  mass.^  These 
include  plain  radiographs,  quantitative  I 
radiographs,  single  and  dual  photon  absorp-  j- 
tiometry,  computed  tomography,  and  neutron  ac-  I 
tivation  analysis:  ! 

1.  Plain  radiographs  are  not  sufficiently  sen-  ! 
sitive  to  determine  osteoporosis  until  at  least 
65  percent  of  bone  mass  is  lost.  Diagnostic  ap-  , 
plications,  therefore,  are  limited. 

2.  Quantitative  radiograph  was  among  the 
methods  first  used  to  quantify  bone  density. 
This  technique  uses  a step  wedge  aluminum 
equivalent  and  measures  the  third  metacar- 
pal bone  mass. 

3.  Newer  techniques,  including  single  and  dual  j 
photon  absorptiometry,  are  now  being  used. 
Both  single  and  dual  photon  absorptiometers  I 
measure  trabecular  and  cortical  bone  but  are  i 
unable  to  differentiate  the  mineral  loss  of  j: 
these  two  entities.  Single  photon  absorp-  j, 
tiometry  is  used  to  measure  radius,  ulna, 
patella,  or  os  calcis  for  bone  density.  However, 

a reliable  quantitative  relationship  between 
bone  density  of  these  structures  and  fracture 
risk  rates  has  not  yet  been  established.  On 
the  other  hand,  dual  photon  absorptiometry, 
measuring  lumbar  spine,  femoral  head,  and 
trochanter,  has  demonstrated  an  excellent  S 
quantitative  relationship  between  bone  | 
mineral  content  and  fracture  rate  in  the  j 
structures  measured.  Both  single  and  dual  ' 
photon  absorptiometry  deliver  less  than  10  i 
mrem  of  radiation.  The  average  cost  of  a ! 
single  photon  absorptiometry  study  is  about 
$125,  while  a dual  photon  study,  including 
spine  and  femoral  head,  ranges  in  cost  from 
$125  to  $250. 

4.  Computed  tomography  with  either  single  or 
dual  energy  sources  affords  excellent  evalua- 
tion of  bone  mineral  density  of  both  cortical 
and  trabecular  bone,  and  the  quantitative 
relationship  between  bone  mineral  density  ■ 
and  risk  ratio  for  fractures  is  excellent.  Com-  j 
puted  tomography  does  require  higher  levels 
of  irradiation  (between  250  and  500  mrem), 
and  cost  of  the  procedure  is  generally  in  the  j 
range  of  $250. 
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5.  Neutron  activation  analysis  affords  excellent 
bone  mineral  density  measurements  in  both 
cortical  and  trabecular  bone  of  all  skeletal 
sites.  It  requires  high  levels  of  irradiation, 
between  150  and  2000  mrem  and,  hence,  is 
used  primarily  in  research. 

Estrogen  Production  and  Replacement  Therapy 

Estrogen  Production 

In  the  premenopausal  woman,  the  ovary  is  the 
primary  site  of  estrogen  production  in  the  form 
of  estradiol,  while  in  the  postmenopausal  woman, 
very  little  or  no  estradiol  production  occurs  in  the 
ovary.  Estrogen  is  also  produced  via  the  adrenal, 
which  manufactures  adrenostenedione,  the 
primary  precursor  of  estrogen.  The  conversion  of 
adrenostenedione  to  estrogen  then  occurs  in 
many  tissues  including  skin,  fat,  and  muscle. 

There  is  a significant  correlation  between 
postmenopausal  estrogen  production  and  body 
weight.  Postmenopausal  women  who  are  25  per- 
cent above  ideal  weight  generally  produce  signifi- 
cant levels  of  estrogen.  This  reduces  the  risk  of 
osteoporosis  in  these  individuals,  while  it 
simultaneously  increases  their  risk  of  en- 
dometrial cancer.  Bone  mineral  studies  on  a bian- 
nual basis  in  the  obese  postmenopausal  woman 
may  obviate  the  necessity  of  exogenous  estrogen 
replacement.  If  adequate  endogenous  estrogen 
production  is  confirmed  by  these  studies,  periodic 
progestational  challenge  therapy  to  the  en- 
dometrium is  warranted.® 

Estrogen  Replacement  Therapy 

Almost  since  the  discovery  of  osteoporosis, 
estrogen  therapy  has  been  used  in  its  treatment. 
Some  of  the  earliest  published  reports  used  the 
simple  technique  of  measuring  height  in 
postmenopausal  women.  That  is,  the  estrogen 
treated  group  maintained  height,  while  controls 
lost  an  average  of  2.5  inches  in  height  over  a 
15-year  period.  Recent  studies  delineating  the 
role  of  estrogen  in  osteoporosis  have  shown  that 
women  who  become  amenorrheic  due  to  anorex- 
ia have  significant  bone  mineral  loss  as  a result 
of  decreased  estrogen  production. 
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A number  of  important  studies  have  clearly 
defined  the  role  of  estrogen  replacement  therapy 
in  the  treatment  of  osteoporosis.  Nordin  and  col- 
leagues published  a linear  study  of 
postmenopausal  women  treated  with  various 
combinations  of  agents  including  estrogen  alone, 
estrogen  plus  1 alpha  vitamin  D,  calcium, 
vitamin  D plus  calcium,  1 alpha  vitamin  D,  and 
vitamin  D alone.®  Mean  metacarpal  cortical 
bone  density  was  used  as  the  determinant  of 
therapeutic  efficacy.  Only  estrogen  and  estrogen- 
containing  regimens  maintained  or  augmented 
the  mean  metacarpal  cortical  bone  mass. 

Lindsay  and  colleagues  have  been  responsible 
for  some  of  the  most  significant  studies  of  the 
long-term  prevention  of  postmenopausal 
osteoporosis  by  estrogen  therapy.  In  the  first 
study,  they  reported  on  the  measurement  of 
metacarpal  mineral  change  on  an  annual  basis 
in  women  receiving  either  mestranol  (a  3-methyl 
ester  of  ethinyl  estradiol)  or  placebo,  starting  two 
months,  three  years,  or  six  years  after  oophorec- 
tomy.' In  all  three  groups,  a significant  decrease 
in  metacarpal  mineral  density  was  noted  at  the 
beginning  of  the  study.  In  the  mestranol-treated 
patients  two  months  and  three  years  post- 
oophorectomy, metacarpal  density  was  either 
maintained  or  augmented.  However,  in  those  pa- 
tients six  years  post-oophorectomy,  bone  mineral 
density  was  not  significantly  different  in  the 
mestranol-treated  gi’oup  than  in  the  control 
group.  This  has  led  to  an  important  speculation: 
major  biochemical  and/or  structural  defects  may 
occur  in  bone  that  are  not  reversed  with  estrogen 
therapy  if  postmenopausal  osteoporosis  is  not 
treated  within  six  years  of  menopause  or  castra- 
tion. The  investigators  then  withheld  estrogen 
therapy  in  a group  of  these  women  and  followed 
them  over  an  additional  four  years.®  In  the 
women  in  whom  the  mestranol  therapy  was  dis- 
counted, there  was  an  abrupt  and  dramatic  loss 
of  metacarpal  bone  mineral  content.  By  the  end 
of  the  four-year  period  of  mestranol  cessation,  the 
densities  in  bone  were  equivalent  in  both  groups 
of  patients,  thus  showing  that  there  is  a con- 
siderable bone  mineral  loss  due  to  cessation  of 
estrogen  replacement  therapy.  This  has  given 
considerable  support  to  the  concept  of  continual 
treatment  with  estrogen  in  postmenopausal  and 
castrated  women. 
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Combination  Therapy 

Several  regimens  of  estrogen  alone,  estrogen 
plus  calcium,  or  estrogen  plus  calcium  and 
sodium  fluoride  have  been  evaluated  in  relation 
to  fracture  rates  in  the  postmenopausal 
woman.®  Calcium  supplementation  at  a level 
of  1500  mg  of  calcium  carbonate  daily  decreased 
the  fracture  rate  by  50  percent  per  1,000  years 
observed.  An  additional  75  percent  decrease  in 
the  fracture  rate  was  noted  with  the  addition  of 
40  mg  of  sodium  fluoride  daily  to  the  treatment 
regimen.  Unfortunately,  the  majority  of  in- 
dividuals in  the  study  were  unable  to  tolerate  the 
sodium  fluoride  therapy  because  of 
gastrointestinal  irritation.  In  individuals  with 
preexisting  osteoporosis  who  either  have  a high- 
risk  rate  for  fracture  or  have  had  fractures,  an 
estrogen,  calcium,  and  sodium  fluoride  regimen 
should  be  considered.  In  all  women  over  the  age 
of  35,  supplementary  calcium  therapy  in  the 
range  of  1000  to  1500  mg  daily  should  be  ad- 
vocated. The  average  dietary  intake  of  calcium 
is  from  400  to  800  mg  per  day. 

Recent  studies  on  the  chronic  use  of  thiazide 
diuretics  in  relation  to  postmenopausal  bone 
mineral  content  in  both  estrogen-treated  and  un- 
treated groups  have  been  reviewed. Ad- 
ministration of  thiazides  over  a period  of  years 
was  associated  with  significantly  higher  bone 
mineral  content.  Long-bone  fracture  prevalence 
was  decreased  by  50  percent  compared  to  a con- 
trol group  receiving  no  thiazide  therapy.  The 
thiazide  apparently  increased  bone  mineral  con- 
tent at  both  trabecular  and  cortical  sites,  while 
estrogen  was  associated  with  greater  bone 
mineral  content  in  sites  containing  trabecular 
bone  only.  This  is  of  significant  interest  because 
the  head  of  the  femur,  where  hip  fractures  often 
occur,  is  cortical  bone  and  therefore  is  relatively 
unaffected  by  estrogen  therapy.  Thiazides  ap- 
parently work  by  causing  decreased  urinary 
calcium  excretion,  thus  maintaining  a lower  rate 
of  calcium  resorption.  Since  hip  fractures  are  the 
major  factor  contributing  to  the  morbidity  and 
mortality  related  to  osteoporosis  in  the  aging 
population,  thiazides  may  be  an  additional  tool 
in  the  prevention  of  nontraumatic  hip  fractures. 
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Estrogen  Dosing  Regimens 

Several  studies  have  been  conducted  to  clarify 
the  threshold  dose  at  which  various  estrogen 
products  are  effective  in  preserving  bone  mineral 
content.  Conjugated  estrogen  at  a daily  dosage 
of  0.625  mg,  ethinyl  estradiol  at  10  meg  daily,  and 
a new  transdermal  estradiol  product  at  0.05  meg 
daily  have  been  shown  to  be  effective  at  these 
dosing  schedules. 

Risks/Benefits  of  Estrogen  Replacement 

A number  of  clinically  significant  risks  have 
been  associated  with  the  use  of  estrogen  replace- 
ment therapy  including  endometrial  and  breast 
cancer.  At  the  same  time,  however,  a number  of 
studies  have  indicated  significant  benefits  in  the  ; 
reduction  of  coronary  artery  disease  via  protec- 
tive effects  of  estrogen  and  associated 
improvements  in  the  lipid  profile.  It  is  therefore 
important  for  the  primary  care  physician  to  1 
evaluate  this  mode  of  therapy  in  relation  to  this 
risk/benefit  ratio. 

Endometrial  Cancer 

A positive  correlation  between  estrogen 
therapy  and  endometrial  cancer  has  been  observed 
since  the  1970s.^^  The  risk  of  developing  i 
endometrial  cancer  in  the  postmenopausal  |; 
population  is  approximately  1 woman  per  1,000  ; 
per  year.  With  the  use  of  estrogen  replacement 
therapy  alone,  the  relative  risk  rate  increases 
from  the  above  stated  figure  to  between  4 to  9 
women  per  1,000  per  year.^®  But  with  the  addi- 
tion of  progesterone  therapy  to  the  estrogen 
regimen  in  postmenopausal  women  with  a uterus 
in  situ,  several  studies  have  shown  that  the 
relative  risk  for  developing  endometrial  car- 
cinoma is  reduced  to  the  control  level  or  below. 

Breast  Cancer 

To  date,  a number  of  case  control  studies  on  ex-  ' 
ogenous  estrogen  and  breast  cancer  have  been 
conducted.  The  vast  majority  of  these  reports 
have  substantiated  the  fact  that  exogenous 
estrogen  is  associated  with  an  increased  risk  rate 
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of  developing  breast  cancer  in  the  range  of  1.1  to 
1.2.  This  risk  ratio,  however,  has  only  been 
demonstrated  in  long-term  users  (greater  than  10 
years)  of  estrogen  replacement  therapy. 

Protection  from  Coronary  Artery  Disease 

For  a significant  period  of  time,  there  has  been 
speculation  within  the  medical  community  as  to 
possible  beneficial  effects  of  estrogen  therapy  in 
the  prevention  of  coronary  artery  disease.  As  ear- 
ly as  1968,  Ferment  published  a graphic 
representation  of  the  discrepancies  in  death  rates 
from  coronary  artery  disease  between  white 
males  and  females  through  age  85.  This  has  led 
a number  of  observers  to  speculate  about  the 
protective  mechanisms  of  estrogen  in  the 
premenopausal  age  group  of  women. 

Henderson  and  colleagues  recently  published 
a report  on  long-term  estrogen  replacement 
therapy,  cardiovascular  disease,  and  acute 
myocardial  infarction. The  longitudinal 
study  included  data  gathered  on  8,841  females 
between  age  44  and  101  years.  These  case  control 
and  cohort  studies  demonstrated  that  long-term 
estrogen  users  (greater  than  5 years)  experienced 
a 25  to  40  percent  reduction  in  acute  myocardial 
infarctions  (95  percent  confidence  intervals 
0.1  to  0.8).  Protection  against  acute  myocardial 
infarction  was  conveyed,  to  a comparable  degree, 
to  women  with  cardiovascular  disease  risk  factors 
including  cigarette  smoking,  obesity,  stroke, 
hypertension,  diabetes,  angina  and,  most  impor- 
tantly, previous  myocardial  infarction. 

Gruchow  and  associates  recently  published 
data  on  coronary  artery  occlusion  in  estrogen  and 
nonestrogen  users. Utilizing  coronary 
angiography,  their  study  demonstrated  that 
estrogen  users  had  significantly  less  frequent 
and  less  severe  coronary  artery  occlusive  disease. 
This  protection  was,  again,  independent  of  other 
risk  factors,  as  enumerated  above.  The  increased 
high-density  lipoprotein  (HDD  cholesterol  levels 
among  estrogen  users  was  attributed  as  a 
probably  biologic  mechanism  by  which 
postmenopausal  estrogen  use  lowers  the  risk  of 
coronary  occlusion. 

Several  studies  on  estrogen  replacement 
therapy  and  lipid  values  have  been  conducted 


that  correlate  total  cholesterol  (TC),  HDL,  low- 
density  lipoprotein  cholesterol  (LDL),  and 
triglycerides  with  the  incidence  of  coronary 
artery  disease.  These  studies  clearly  show  that 
oral  estrogen  replacement  therapy  in 
postmenopausal  women  decreases  TC,  LDL,  and 
triglycerides,  while  increasing  HDL.  The 
mechanism  postulated  for  these  changes  in  lipid 
profile  is  through  the  gastric  absorption  and  first 
passage  of  this  drug  through  the  liver,  that  is,  via 
the  gastrohepatic  circulatory  pathway. 
Hepatolipase  A activation  with  oral  estrogen  is 
believed  to  be  the  mechanism  of  action.  Studies 
to  date  with  transcutaneous  estrogen  replace- 
ment do  not  demonstrate  similar  lipid  changes 
since  the  gastrohepatic  pathway  is  bypassed,  at 
least  on  the  initial  pass  from  the  skin  directly  to 
the  target  organs.  With  the  addition  of  medrox- 
yprogesterone acetate  to  a monthly  regimen  of 
estrogen  replacement,  HDL  levels  are  lowered. 
This  adverse  effect  suggests  that  any  oral  pro- 
gestational agent  be  kept  at  the  lowest  possible 
dose  and  be  used  for  the  least  amount  of  time  dur- 
ing the  menstrual  cycle. 

Additional  Benefits  of  Estrogen 

Further  benefits  of  estrogen  to  the 
genitourinary  and  central  nervous  systems  have 
been  documented.  These  include  the  alleviation 
of  hot  flushes,  which  are  secondary  to  vasomotor 
instability,  the  preservation  of  vaginal  mucosal 
integrity,  and  the  alleviation  of  vaginal  dryness. 
The  enhancement  of  REM  sleep  has  been  similar- 
ly documented  with  estrogen  replacement 
therapy.  Although  case  control  studies  have  not 
shown  that  estrogen  replacement  therapy  and  its 
effect  on  the  vaginal  mucosa  and  other  support- 
ing structures  have  prevented  vaginal  prolapse, 
theoretically,  it  may  play  an  alleviatory  role. 

Conclusions 

From  the  liberal,  poorly  controlled  use  of 
estrogen  replacement  therapy  in  the 
postmenopausal  female  in  the  1960s  and  early 
1970s,  wherein  the  annual  sales  of  estrogen  were 
the  highest  of  all  drugs,  to  the  cancer  scare  period 
of  the  late  1970s  and  early  1980s  when  many 
physicians  stopped  advocating  estrogen  replace- 
ment for  these  patients,  physicians  have  now 
settled  on  a more  scientific  and  logical  approach 
to  the  use  of  estrogen  replacement  therapy. 
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With  very  few  exceptions  (including  patients 
with  breast  cancer,  positive  estrogen  receptors, 
advanced  endometrial  carcinoma,  and  recurrent 
thrombophlebitis),  the  vast  majority  of 
postmenopausal  women  are  candidates  for 
estrogen  replacement  therapy. 

For  a patient  with  a uterus  in  situ,  a 
therapeutic  regimen  that  consists  of  estrogen  on 
a daily  basis  with  the  addition  of  a progestational 
agent  for  the  first  10  days  of  the  month  has  proved 
to  be  most  effective.  In  approximately  80  percent 
of  individuals  so  treated,  withdrawal  bleeding 
will  occur  on  a cyclic  basis.  Patients  need  to  be 
counseled  that  this  is  a normal  and  expected 
phenomenon.  Endometrial  sampling  should  be 
reserved  for  those  patients  having  withdrawal 
bleeding  that  is  excessive  or  that  occurs  during 
the  estrogen  or  early  progesterone  portion  of  the 
treatment  cycle. 

For  patients  without  a uterus,  estrogen  replace- 
ment should  consist  of  daily  estrogen  alone.  The 
addition  of  a progestational  agent  has  not  been 
shown  to  be  of  significant  benefit,  particularly  in 
relation  to  the  reduction  in  the  incidence  of 
breast  cancer.  Conversely,  the  addition  of  a pro- 
gestational agent  has  been  shown  to  diminish  the 
favorable  TC/HDL  cholesterol  ratio  of  estrogen 
alone. 

There  has  been  recent  interest  and  research  on 
the  bioequivalence  of  the  various  conjugated 
estrogen  products  available.  Premarin,  a 
biologically  prepared  product  from  pregnant 
mares’  urine,  has  a number  of  estrogen  sulfate 


components.  Equilin,  one  of  these  components,  : 
has  been  shown  to  be  a potent  estrogenic  agent  ' 
that  may  well  distinguish  this  product  more  ! 
favorably  as  a substantial  estrogenic  hormone. 
The  ethinyl  estradiol  as  well  as  the  micronized 
estradiol  products  are  converted,  in  the  main,  to 
estrone  through  the  enterohepatic  pathway 
before  reaching  target  organs. 

With  patients  on  adequate  estrogen  and 
calcium  replacement  therapy,  routine  evaluation 
of  bone  mineral  density  is  unwarranted.  Since 
dual  photon  absorptiometry  is  the  most  cost- 
effective  and  informative  methodology  for  this 
determination,  it  should  be  used  to  follow  the 
obese  patient,  who  may  not  require  estrogen 
replacement  therapy,  or  the  patient  who  must  be 
convinced  that  preexisting  and/or  progressive 
osteoporosis  is  present.  Since  progestational 
agents  alone  have  been  documented  to  reduce 
bone  mineral  loss,  this  should  be  considered 
together  with  calcium  supplementation  for  the 
breast  and  endometrial  cancer  patients  who  are 
not  candidates  for  estrogen  therapy. 
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H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  exeeutive.  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  eovered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  eomplexities  of  designing — and  administering — retirement  plans. 
That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 
Creative  retirement  planning  provides  a brighter  future. 

Wilminfgton  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark,  Delaware  19714  • (302)  731-1326 
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The  Delaware  physicians  insured  by  PHiCO  got  a pretty  nice 
surprise  in  the  mail  — a check  for  their  share  of  over  $800,000  in 
premium  returns. 


That's  because  PHICO  offers  a dividend  plan  that 
shares  savings  from  better-than-expected  claims 
experience  and  investment  income  from  premiums. 


•w-w  i 


If  you're  not  in  on  the  plan,  see  your  agent  or  broker 
to  learn  more  about  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of 
your  premiums  back  for  a change. 


■l: 

Exclusive  Endorsed  Insurer  of  the  I 

Medical  Society  of  Delaware 


^ INSURANCE  COMPANY 

1-800-382-1378 


FROM  THE  AMA 


Medicare  Requires  Financial  Disclosures 

Although  October  1 was  the  deadline  for  physi- 
cians to  disclose  financial  relationships  with 
clinical  laboratories  that  provide  services  to 
Medicare  beneficiaries,  the  Health  Care  Financ- 
ing Administration  has  not  finalized  the  report- 
ing requirements.  The  agency  is  authorized  to  im- 
pose severe  civil  financial  penalties  for  each  day 
a physician  has  not  submitted  the  form.  The 
AMA,  American  Society  of  Internal  Medicine 
and  College  of  American  Pathologists  signed  a 
joint  letter  to  HCFA  urging  the  agency  to  delay 
distribution  of  the  financial  reporting  form  un- 
til physicians  have  had  a chance  to  review  the 
regulations.  Despite  the  best  efforts  to  educate 
the  physician  community  about  these  new 
requirements,  there  will  be  many  questions 
regarding  the  form,  such  as  who  is  required  to 
complete  it,  who  is  exempt,  the  definition  of 
terms,  and  what  specific  types  of  information 
must  be  included. 

Society  Needs  to  Learn  to  Live  with  Asbestos 

It  would  be  wiser  for  American  society  to  use 
its  resources  to  learn  to  live  with  asbestos  safely 
than  to  try  to  remove  it  totally  from  the  environ- 
ment, according  to  an  article  in  the  Journal  of  the 
American  Medical  Association. 

The  report,  from  the  American  Medical 
Association’s  Council  on  Scientific  Affairs,  notes 
that  asbestos,  “unlike  any  number  of  other  poten- 
tially dangerous  minerals  or  chemicals,  will 
never  be  entirely  eliminated  from  the  environ- 
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ment.  Therefore,  developing  improved  procedures 
for  managing  its  proper  use,  containment  and 
disposal  offer  the  only  realistic  prospects  for  the 
prevention  of  asbestos-related  injury  and 
disease,”  it  wrote. 

The  Council  said  at  the  present  time,  “the  best 
offered  riddance  to  bad  rubbish  is  to  remove  it 
from  one  site  and  place  it  in  another.  But  this  ploy 
merely  delays  the  inevitable  when  the  risk  of 
exposure  will  rise  again  at  another  time. 
Physicians  and  others  in  medicine  and  biology, 
on  the  other  hand,  must  continue  to  drive  home 
to  the  public  the  far  greater  causes  of  morbidity 
and  mortality,  such  as  smoking,  drug  and  alcohol 
abuse,  improper  diet  and  inadequate  exercise.” 

The  costs  for  removal  have  been  staggering. 
The  Council  reported  that  in  1988,  the  initial 
pricetag  to  clean  up  107,000  primary  and  secon- 
dary schools  alone  was  believed  to  be  at  least  $3.4 
billion.  By  including  commercial  and  public 
buildings,  the  EPA’s  estimate  grew  to  $53  billion 
and  even  as  high  as  $150  billion. 

“The  case  of  asbestos  is  neither  the  first,  nor  is 
it  apt  to  be  the  last,  of  these  seeming  misconcep- 
tions, imbalances,  and  mismatches  between 
scientific  fact  and  the  need  for  action  ....  Clean- 
ing up  the  misdeeds  of  the  past  and  attending  to 
such  consumer  scares  as  Alar  residues  on  a small 
sample  of  apples  have  consumed  vast  amounts  of 
capital  and  human  energy.  Some  of  these 
cleanups  and  other  control  efforts  may  be  of  ques- 
tionable benefit,”  the  Council  concluded. 
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HEALTH  LAW 


Are  Your  Retirement  Plan  Assets  Safe 
from  Malpractice  Judgments? 


Peter  J.  Shanley,  Esq. 


While  it  is  difficult  to  be  certain,  I think  the 
question  most  frequently  asked  by  clients  in  the 
last  10  years  is,  “Are  my  retirement  plan  assets 
safe  from  judgment  creditors?”  Actually,  the 
physician-questioner  almost  always  refers  to 
“malpractice  claims”  as  opposed  to  judgment 
creditors,  but  the  subject  really  includes  all 
judgments;  not  just  judgments  in  excess  of 
malpractice  coverage. 

Insurance  Protection 

The  protection  of  retirement  plan  assets  is  first 
and  foremost  a question  of  adequate  insurance 
coverage.  The  physician  in  private  practice  is 
vulnerable  to  a judgment  in  excess  of  insurance 
limits  because  he  or  she  has  substantial  net 
assets  in  the  practice  (fixed  assets  and 
receivables)  and,  in  many  cases,  assets  in  a 
qualified  retirement  program  (pension,  profit 


Mr.  Shanley  is  a partner  in  the  Health  Law  Department  of  the  firm  of  Saul  Ewing, 
Remick  and  Saul. 

Health  Law  Editor,  Stephen  Permut,  M.D.,  J.D. 


sharing,  401k,  IRA,  etc.).  Therefore,  the  physi- 
cian’s insurance  protection  must  be  adequate  in 
at  least  three  areas. 

First,  you  must  obviously  review  your  malprac- 
tice insurance  limits.  Most  readers  are  carrying 
$1  million  per  claim  or  occurrence  at  a minimum. 
Depending  on  the  specialty,  this  may  or  may  not 
be  an  adequate  amount.  A word  of  caution, 
however,  because  experienced  defense  attorneys 
believe  that  an  increase  in  malpractice  insurance 
coverage  will  eventually  result  in  increased  set- 
tlement and  judgment  amounts.  If  you  are  in  a 
partnership  or  professional  corporation,  you 
should  consider  obtaining  additional  insurance 
coverage  by  naming  the  corporation  or  partner- 
ship as  an  additional  insured  with  additional 
limits.  In  many  cases,  a judgment  against  an  in- 
dividual physician  who  practices  in  corporate  or 
partnership  form  will  create  vicarious  liability 
(another  “deep  pocket”)  at  the  corporate  or  part- 
nership level  and,  therefore,  a million  dollars  of 
insurance  protection  on  both  the  physician  and 
the  entity  will  in  these  cases  constitute  $2 
million  in  coverage. 
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“We’ve  ttied  otl 
east-withc 


“The  busmess  of  medicine 
so  complicated,  there' 
we  could  have  continue 
manage  the  practice  without 
right  kind  oj  automation.  Nc 
with  our  Keystone  system,  tf 
can  respond  to  all  our  requet 
patient  requests,  too  — in  nc 
jlat  And  KMS  is  what  you’d 
user friendly. . . everyone ’s  hd 

with  it.  ” Charles  W.  Kinzer,  M- 

The  KMS  practice  manager 
system  enables  you  to  strear 
_ffice  operations  quickly  and 
dramatic  increases  in  efficier; 
Time  spent  shuffling  papers  ( 
devoted  to,  patient  care  — ai 
growing  your  practice. 

“We're  using  their  Intell 
Payment  Posting  module 
saved  us  16%  in  staff  ht 
one  office,  25%  at  anotha 
part  of  the  reason  we  seh 
Keystone:  efficiency.  We  ah 
chose  them  Tor  their Jlexibilit 
support  and  long-term  commi 


Rpniamin  I,.  Levin 


Benjamin  L.  Levin,  Executive  Direct 
Philadelphia  Eye  Associates 
Philadelphia,  PA 


nCE  AUTOMATION  FROM  KEYSTONE 


stems  and  realize  we  can’t  grow- 
ir  computer  from  Keystone.^ 


'^thews,  President  * 

(Medical  Management,  Inc. 

PA 

le  been  with  K^stone  for 
pft years.  Th^’ve  always 
'd  us  with  options  as  we've 
'and  done  whatever  it 
b keep  the  system  up  and 
I Their  support  is  worth 
'enny.  ’’  carol  Matthews 

tone  has  designed  a 
that  allows  you  to  start 
e basics  (Accounts 
ible,  Billing,  Practice 
is  and  Electronic  Claims) 
d on  other  capabilities  as 
led  them.  KMS  gives  you  a 
icture  of  your  involvement 
e patient  — and  provides 
th  all  pertinent  information 
and  instantaneously. 

; the  KMS  modules  receiving 
from  the  industry  and  our 
are  Patient  Scheduling, 

«nt  Payment  Posting,  and 
and  Collections. 


“We  were  searching  for  a 
company  sophisticated  enough  to 
support  the  growing  demand  of 
our  company,  and  we  found  that 
in  Keystone.  The  KMS  Credit  and 
Collections  module  allowed  us  to 
convert  from  a manual  collections 
system  that  took  forever  to  a 
computerized  system  that  saves 
us  25%  in  manhours  — without 
having  to  change  our  collections 
style  one  bit.  " Cindy  Oroux 

“Their  ^stem  ties  all  of  our 
offices  together,  letting  us  keep 
track  of  everything  that  goes  on 
— every  facet  of  me  practice  — 
electronically.  We  feel  secure  that 
the  business  end  is  running 
expertly  and  fffciently.  Vmen  I 
think  now  inaccurate  we  might 
have  been  bffore  KMS,  I know  we 
couldn  't  survive  now  without  it. " 

Paul  J.  Killian,  M.D. 


Paul/.  Killian,  M.D. 

Mary  Spece,  Office  Manager 

Arthritis  And  Rheumatic  Disease  Associates 


Pittsburgh,  PA 


Cindy  Groux,  Business  Manager 
Eastern  Medical  Management,  Inc. 
Cherry  Hill,  N) 


Keystone  Medical  Systems,  Inc., 
has  been  providing  medical  office 
automation  since  1983.  We 
currently  maintain  our  nationally 
recognized  software  for  over  400 
client  practices.  You’ll  find  our 
costs  extremely  competitive  and 
the  satisfaction  levels  of  our 
clients  exceptionally  high,  owing 
to  the  quality  of  our  training  and 
support  staff.  To  learn  more  about 
the  henefits  of  KMS  for  your 
practice  and  to  arrange  a free 
office  analysis,  write  us  or  call  our 
headquarters  at  717/763-1616. 


KEYSTONE 

MEDICAL 

SYSTEMS 


Prescription  for  healthier 
practice  management 

645  North  12th  Street,  Suite  100, 


Lemoyne,  PA  1 7043 
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Secondly,  you  should  be  satisfied  that  your 
automobile  liability  insurance  is  at  the  highest 
reasonable  level  considering  availability  and 
cost.  (While  you’re  at  it,  make  sure  you  have  high 
uninsured  and  underinsured  motorist  protec- 
tion.) You’ll  be  surprised  at  how  relatively  inex- 
pensive this  additional  insurance  protection  is. 

Lastly,  you  should  ensure  that  your  personal 
and  office  liability  insurances  are  at  the  highest 
practical  level  in  case  the  patient  walks  out  the 
back  door  and  trips  over  the  step  that  nobody  was 
ever  supposed  to  use. 

Remember  a judgment  creditor  will  not  look  to 
your  retirement  plan  assets  if  you  have  adequate 
insurance  protection  to  pay  the  judgment. 

Pre-Judgment  Strategy 

Even  with  reasonable  insurance  limits,  each  of 
us  faces  the  possibility  that  an  incident  will  oc- 
cur which  will  result  in  a judgment  in  excess  of 
the  applicable  policy  limit.  Any  legal  action 
covered  by  an  insurance  policy  will  most  likely  be 
defended  by  an  attorney  selected  by  the  insurance 
company  either  solely  or  in  cooperation  with  the 
insured.  You  should  hire  a second  attorney  to 
represent  just  your  interest  if  you  are  involved  in 
any  type  of  legal  action  covered  by  an  insurance 
policy,  if  you  think  the  action  may  exceed  policy 
limits. 

Delaware  defense  attorneys  are  extremely 
cooperative  and  understanding  when  their  client 
hires  an  attorney  to  represent  just  the  client’s  in- 
terest in  a serious  legal  action  because  they 
realize  that  if  a case  is  valued  at  or  near  policy 
limits,  there  is  an  inherent  economic  conflict  be- 
tween the  insurance  company  and  the  insured, 
a conflict  they  can’t  resolve.  For  example,  if  you 
have  a million  dollars  of  malpractice  coverage 
and  a case  is  filed  which  is  valued  by  the  defense 
attorney  and  the  insurance  company  at  $500,000 
to  $700,000,  with  the  potential  of  a judgment  in 
excess  of  $1  million,  the  insurance  company,  prob- 
ably with  your  permission  and  encouragement, 
may  decide  to  fight  the  case  because  the  cost  of 
settlement  will  be  close  to  policy  limits.  As  you 
know,  that  decision  can  prove  fatal  in  that  if  a 
judgment  comes  in  at  $1.3  million,  the  individual 
physician  is  liable  for  the  excess  $300,000. 
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The  primary  responsibility  of  separate  legal  ■ 
counsel  is  to  suggest  that  the  insurance  company  i 
should  settle  the  case  at  an  amount  between  i 
$500,000  and  $1  million  and  to  see  if  other 
defendants  can  be  either  found  or  kept  in  the  case. 
Candidly,  your  separate  counsel  is  not  in  any  way  i 
attempting  to  second  guess  the  defense  of  the  i 
action.  The  primary  purpose  is  to  put  the  insured  I 
in  the  position  of  claiming  that  the  insurance  ! 
company  should  have  attempted  to  settle  the  case  : 
at  or  below  policy  limits  if  a judgment  is  entered  i 
in  excess  of  policy  limits.  As  you  can  appreciate,  i 
separate  counsel  walks  a thin,  sensitive  line  and  ! 
must  clearly  understand  his  or  her  responsibility  ; 
in  representing  the  insured  physician-defendant,  j 
Nevertheless,  if  a significant  judgement  comes  in  i 
excess  of  policy  limits,  the  insured  and  his  or  her 
attorney  (not  the  defense  attorney)  are  going  to  ■ 
look  at  every  possible  solution  to  protect  both  the  i 
assets  in  the  practice  and  the  retirement  plan  ; 
assets  including  suggesting  to  the  insurance  : 
company  that  the  responsibility  for  the  excess  ' 
judgment  rests  with  the  insurance  company  for 
failure  to  reasonably  attempt  to  settle  the  case. 

Are  Plan  Assets  Protected  by  Delaware  Trust  Law? 

I 

On  the  assumption  that  a judgment  is  entered  ; 
against  you  in  excess  of  policy  limits,  the  i 
insurance  company  isn’t  responsible  for  the  i 
excess  judgment  and  there  are  no  significant  i 
assets  owned  by  you,  other  than  retirement  plan  i 
assets,  the  plaintiff  s attorney  is  now  faced  with  ! 
the  difficulty  of  obtaining  these  qualified  retire-  : 
ment  plan  assets.  At  present,  there  is  one  favored 
route  of  attack  and  it  is  an  effective  one.  The  judg- 
ment creditor  can  attempt  to  place  the  physician  j 
defendant  in  bankruptcy  and  for  purposes  of  this  ' 
article,  let’s  assume  he  succeeds.  I 

In  Delaware,  all  parties  to  such  a proceeding, 
including  the  trustee  in  bankruptcy,  are  faced  I 
with  the  inconsistent  interplay  between  (a)  the 
Bankruptcy  Code,  (b)  the  Internal  Revenue  Code  | 
of  1986,  as  amended,  and  (c)  the  Employee  Retire-  ' 
ment  Income  Security  Act  of  1974  (ERISA).  ■ 
Revenue  Code  Section  401(a)(13)  and  Section  ' 
206(d)  of  ERISA  prohibit  the  alienation  or  ^ 
transfer  of  a participant’s  benefit  in  a qualified 
plan  to  a judgment  creditor.  The  IRS  has  con- 
sistently ruled  that  Section  401(a)(13)  prohibits  ( 
the  transfer  of  a participant’s  benefit  to  the 
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bankruptcy  estate  even  pursuant  to  a Bankrupt- 
cy Court  order.  If  such  a transfer  occurs,  the  plan 
will  be  disqualified. 

The  bankruptcy  trustee,  however,  who  is  charged 
with  establishing  as  large  a bankruptcy  estate  as 
possible  to  satisfy  the  debts  of  the  bankrupt,  will 
attempt  to  include  retirement  plan  assets  within 
this  estate.  In  general,  the  Bankruptcy  Code  is 
broad  enough  to  include  qualified  plan  assets 
within  the  bankruptcy  estate  except  for  the  pro- 
visions of  Section  541(c)(2)  of  this  Code.  This 
Section  arguably  should  exclude  retirement  plan 
assets  from  the  bankruptcy  estate  because  it 
provides  that  a Bankruptcy  Court  cannot  over- 
ride a restriction  on  the  transfer  of  a beneficial 
interest  in  a trust  that  is  enforceable  under 
“applicable  non-bankruptcy  law.”  Section  206(d)  of 
ERISA  clearly  restricts  the  transfer  of  plan  assets 
[the  beneficial  interest  referenced  in  Section 
541(c)(2)]  in  the  qualified  plan  [the  trust 
referenced  in  Section  541(c)(2)]  if  ERISA  is  an 
“applicable  non-bankruptcy  law.” 

To  date,  the  Third  Circuit  Court  of  Appeals, 
which  includes  appeals  from  the  Delaware 
Federal  District  Court,  has  not  answered  this 
question  but  other  Circuits  have  considered  this 
issue  with  different  results.  The  Second,  Fifth, 
Eighth,  Ninth  and  Eleventh  Circuits  (there  are 
11  Federal  Circuits)  have  ruled  that  Section 
541(cX2)  of  the  Bankruptcy  Code  refers  to  general 
state  spendthrift  trust  law  and  not  to  ERISA,  and 
that  trusts  of  most  qualified  plans  are  not  spend- 
thrift trusts  under  applicable  state  law.  In  these 
Circuits,  the  Appeals  Courts  have  supported  the 
transfer  of  retirement  plan  assets  to  a bankrupt- 
cy estate  irrespective  of  Revenue  Code  Section 
401(a)(13)  and  ERISA  Section  206(d). 

However,  the  Fourth,  Sixth  and  Seventh 
Federal  Circuits  have  ruled  that  the  term 
“applicable  non-bankruptcy  law”  in  Bankruptcy 
Code  Section  541(cX2)  does  indeed  refer  to  ERISA 
and  that  a participant’s  retirement  plan  benefits 
cannot  be  included  in  the  bankruptcy  estate.  On 
January  14,  1991,  the  Sixth  Circuit  Court  of 
Appeals  in  Forbes  v.  Holiday  Corp.  Savings  & 
Retirement  Plan,  924  F.2d  597  (6th  Cir.  1991)  ruled 
that  ERISA  is  an  “applicable  non-bankruptcy 
law”  under  Bankruptcy  Code  Section  541  (c)(2) 
and  rejected  the  narrow  interpretation  that 
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“applicable  non-bankruptcy  law”  only  applies  to 
state  spendthrift  trust  law.  If  the  Third  Circuit 
follows  the  decision  in  the  Forbes  case,  your  retire- 
ment plan  assets  should  be  protected  from  judg- 
ment creditors  in  Delaware  because  of  the 
interplay  between  ERISA  Section  206(d)  and 
Bankruptcy  Code  Section  541(c)(2). 

Are  Plan  Assets  Protected  by  Delaware  Trust  Law? 

As  previously  stated,  at  least  five  Federal  Cir- 
cuits have  ruled  that  ERISA  is  not  an  “applicable 
non-bankruptcy  law”  referenced  in  Bankruptcy 
Code  Section  541(cX2),  because  this  Section  refers 
to  general  state  spendthrift  trust  law.  Section 
3536  of  Title  12  of  the  Delaware  Code  Ann. 
recognizes  spendthrift  trusts.  Therefore,  even  if 
the  Third  Circuit  rejects  the  ERISA  Section 
206(d)  argument,  the  retirement  plan  and  the 
bankrupt  participant  can  argue  that  retirement 
plan  assets  are  not  part  of  the  bankruptcy  estate 
because  Section  3536  of  Title  12  of  the  Delaware 
Code  (‘the  Delaware  Spendthrift  Trust  Law’)  is  an 
“applicable  non-bankruptcy  law”  referenced  in 
Section  541(c)(2)  of  the  Bankruptcy  Code. 

Many  courts  have  considered  this  argument 
and  while  it  is  usually  dangerous  to  generalize, 
I will  in  this  broad  article.  I believe  if  we  rely  on 
the  Delaware  Spendthrift  Trust  Law,  we  will  have 
to  demonstrate  that  the  plan  passes  the  “access” 
test  to  be  a spendthrift  trust  for  bankruptcy  pur- 
poses. In  other  words,  just  because  Delaware 
recognizes  spendthrift  trusts,  doesn’t  mean  all 
Delaware  qualified  plans  are  spendthrift  trusts. 
If  a plan  is  administered  independent  of  the  judg- 
ment debtor,  it  has  a better  chance  of  being  a 
spendthrift  trust  in  a Delaware  bankruptcy  pro- 
ceeding than  a plan  administered  by  the  doctor 
himself.  If  a doctor  sponsors  the  plan,  acts  as  its 
trustee  and  decides  when  assets  are  distributed, 
the  plan  predictably  isn’t  a spendthrift  trust  for 
Bankruptcy  Code  Section  541(c)(2)  purposes. 

Summary 

In  conclusion,  there  is  a reasonable  chance  that 
retirement  plan  assets  in  Delaware  qualified 
plans  are  insulated  from  judgment  creditors,  but 
the  best  course  is  to  maintain  adequate 
insurance  protection  and  follow  an  aggressive 
prejudgment  strategy  in  serious  cases  so  you 
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Health  Law  - Shanley 

don’t  have  to  resolve  the  issue  in  a bankruptcy 
proceeding. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information  for 
the  practicing  physician  about  current  trends  in 
health  law. 


ACUPUNCTURE 


Sang  W.  Lee,  M.D., 
is  pleased  to  announce 
the  availability  of 
therapeutic  acupuncture. 


By  appointment  only. 


302/995-1117 
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Director  of 

MEDICAL 

EDUCATION 

AND 

MEDICAL  AFFAIRS 

P rince  George’s  Hospital  Center,  the  450 
bed  flagship  hospital  of  Dimensions 
Health  Corporation  in  Cheverly,  Maryland 
is  seeking  o physician  executive  to  be  o 
moving  force  behind  our  commitment  to 
quality,  community  and  education. 

Located  in  suburban  Washington,  D.C., 
the  Hospital  Center  serves  a diverse 
metropolitan  community,  providing  care 
that  includes  a Level  I Shock  Trauma  Unit, 
Comprehensive  Cardiology  (inclusive  of 
invasive  cardiology  and  open  heart 
surgery),  a Level  II  Neonatal  Nursery, 
and  a variety  of  graduate  medical 
education  programs. 

Th  e successful  candidate  will  be  a board 
certified  physician,  with  the  integrity, 
maturity,  diplomacy  and  tact  needed  to 
be  a member  of  the  Hospital  Center's 
senior  management  staff,  acting  as 
liason  between  the  Medical  Staff, 
Administration,  and  Board. 

Responsibilities  include  the 
administration  of  the  office  of  medical 
affairs  and  establishing  new  directions  for 
the  medical  education  and  quality 
assurance  programs.  Compensation  is 
competitive  and  inclusive  of  a 
comprehensive  salary,  clinical  income  and 
fringe  benefit  package. 

Candidates  ideally  will  have  conducted  a 
community-based  medical  practice  and 
have  a demonstrated  record  of 
administrative  leodership  and  clinical 
accomplishment.  Interested  applicants 
should  submit  o resume  and  statement  of 
interest  by  November  15  to: 

Chief  Executive  Officer 
Prince  George’s  Hospital  Center 

3001  Hospital  Drive 
Cheverly,  Maryland  20785 

Healthcare  Above  the  Standard. 
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08 

PRINCE  GEORGE’S  HOSPITAL  CENTER 

3001  Hospitol  Drive,  Cheverly,  Maryland  20785  (301)  618-2264 


BB 
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An  affiliate  of  Dimensions  Health  Corporation. 
A not-for-profit  community  health  system. 


This  Celebration  is  in  Your  Honor.  • • 

For  when  you  choose  an  accredited  medical 


equipment  company,  your  patients  are  assured  the 
highest  quality  care.  And  as  the  only  locally  owned  home 
medical  equipment  company  in  Delaware  that  is 
accredited,  you  can  be  rest  assured  that  you  and  your 
patients  will  receive  personal  attention.  First  class 
service  and  personal  attention...in  your  honor! 


JCAHO  Accredited 
Call  our  CARELINE  (302)368  - 5300 


The  letters  you  can  barely  see  are  the  sounds; 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear  i 

hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid  ' 

evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial.  | 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


EDITORIALS 


Mortgaging  the  Medical  Profession 


A recent  paper  by  Hughes  et  aP  entitled  “Are 
we  mortgaging  the  medical  profession?”  should 
be  read  by  all  physicians.  In  it  the  authors  cite 
staggering  data  about  medical  student  debt, 
which  for  1990  graduates  averaged  $46,224.  As 
residency  program  director  in  medicine  at  the 
Medical  Center  of  Delaware,  I know  of  several 
residents  with  debt  twice  that  amount,  and  I 
further  know  the  influence  that  debt  has  on  their 
decision-making  about  their  career,  their 
perceived  need  to  moonlight,  and  their  attitudes 
towards  resident  salaries  and  work  hours.  As  the 
authors  write:  “to  the  extent  that  debt  under- 
mines genuine  enjoyment  or  satisfaction  with 
work  and  the  desire  to  provide  service,  it  con- 
tributes to  the  erosion  of  the  values  that  initial- 
ly attracted  many  to  the  profession.”  At  the  same 
time,  as  public  and  private  medical  schools  have 
increased  their  tuitions  by  200  to  400  percent 
(after  adjustment  for  inflation),  the  availability 
of  scholarship  money,  particularly  through  the 
public  health  services,  has  dropped  dramatical- 
ly. Intuitively  obvious  is  the  conclusion  that  there 
must  be  many  bright  undergraduate  students 
who  are  opting  out  of  a medical  career  because 
they  are  dissuaded  by  the  pricetag;  however,  this 
was  not  specifically  addressed. 

The  authors,  who  were  supported  by  the  Robert 
Wood  Johnson  Foundation,  posed  the  question  of 
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whether  a national  service  obligation  should  be 
exchanged  for  tuition-free  medical  education.  I 
could  certainly  support  such  a proposal.  However, 
when  you  consider  that  the  amount  of  scholar- 
ship and  loan  monies  granted  to  medical  students 
in  1988-1989  totaled  $700  million,  which  is  small 
potatoes  for  Medicare  and  less  than  the  cost  of  a 
STEALTH  bomber,  a federal  program  of  that 
amount  of  money,  based  on  financial  need  and 
scholarly  merit  and  targeted  to  providing  more 
primary  care  physicians  in  underserved  areas, 
could  be  more  immediately  accomplished  and 
much  less  difficult  to  administer.  Can  you  im- 
agine the  return  on  any  peace  dividend  invested 
in  such  a way  on  the  quality  and  accessibility  of 
health  care  in  the  U.S.A.? 

Of  course,  doctors  are  perceived  by  the  public, 
often  rightly,  as  being  too  rich,  arrogant  and 
greedy  (characteristics  which  will  become  more 
common  when  the  debtor  medical  students 
become  real  doctors),  so  the  political  support  for 
such  a measure  would  be  difficult  to  muster.  But 
still  ... 

For  the  moment  I would  urge  each  member  of 
the  Society  to  support  generously  the  scholarship 
programs  at  his  or  her  alma  mater.  I would  urge 
each  of  us  to  write  our  medical  schools  and  sup- 
port the  authors’  suggestion  that  a moratorium 
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on  tuition  increases  be  adopted  for  the  coming 
academic  year  while  this  enormous  problem  is 
being  studied. 

Herbert  J.  Keating  III,  M.D. 

Associate  Chairman 
Department  of  Medicine 
Medical  Center  of  Delaware 
Wilmington,  DE 
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Asthma:  Important  Considerations  for  Better 
Management 

Despite  the  fact  that  asthma  has  been  recognized 
for  many  years,  the  variability  in  its  presentation 
and  course  can  lead  to  difficulty  with  diagnosis 
and  management.  Asthma  can  no  longer  be 
regarded  as  merely  bronchospasm,  but  as  an  in- 
flammatory disease  of  the  airways  with 
associated  edema,  mucus  hyper-secretion,  and 
airway  hyper-responsiveness  to  a variety  of 
stimuli.  Reed  has  labeled  asthma  “chronic 
desquamative  eosinophilic  bronchitis”^  to  better 
describe  its  histopathology.  Certain  aspects  of 
asthma  need  renewed  emphasis. 

1.  Asthma  mortality  has  risen  in  the  U.S.  from 
0.8  deaths  per  100,000  population  in  1977  to 
almost  two  deaths  per  100,000  population  in 
1987,  despite  improvements  in  knowledge 
regarding  pathogenesis  and  treatment.  Per- 
sons at  increased  risk  of  death  include  those 
hospitalized  or  receiving  emergency  room  cai;e 
within  the  past  year.  Previous  respiratory 
arrest,  life-threatening  asthma  (alterations  of 
consciousness  and  hypercapnia)  and  psycho- 
social problems  also  place  patients  in  a high- 
risk  category. 

2.  The  clinical  pattern  of  asthma  is  quite 
variable^'^  and  includes  “cough  variant” 
asthma;  exertional  dyspnea  only;  prolonged 
subclinical  recovery  from  an  acute  attack  (it 
may  take  weeks  to  fully  recover  from  an  acute 
asthma  attack  even  though  the  patient  may 
feel  better  within  hours  after  treatment  is  in- 
stituted); asthma  in  the  elderly,  which  could 
mimic  congestive  heart  failure;  the  “brittle” 
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asthmatic  in  whom  spontaneous  rapid  swings 
in  respiratory  status  can  occur;  the  “morningi 
dipper”  (nocturnal  asthma);  the  “irreversible  > 
asthmatic”  in  whom  pulmonary  function 
never  returns  to  normal;  and  exercise-induced 
asthma.  This  variability  of  asthma  provides 
both  a diagnostic  and  therapeutic  challenge 
and  forces  the  physician  to  consider  all 
therapeutic  modalities  in  management. 

3.  Patient  education  and  close  physician-patient 
communication  are  essential  so  that  timely 
outpatient  management  decisions  can  avert 
further  deterioration  and  hospitalization. 
Especially  important  is  teaching  patients  how 
to  use  a metered-dose  inhaler  properly.  The 
use  of  a peak  flow  meter  can  be  useful  in 
detecting  a worsening  state  before  it  becomes 
clinically  apparent. 

4.  Individualized  treatment  is  needed  for  each 
patient.  This  requires  identifying  the  clinical 
pattern  and  understanding  the  role  of  each 
class  of  therapeutic  agents:  bronchodilators 
(including  beta-agonists,  theophylline,  and 
ipratropium  bromide);  anti-inflammatory 
agents,  such  as  inhaled  and  systemic  cor- 
ticosteroids; and  cromolyn  sodium. 

5.  The  use  of  corticosteroids  during  acute  exacer- 
bations is  important.  Failure  to  use  steroids 
early  enough  can  lead  to  a more  refractory  at- 
tack. A short  course  of  prednisone  following 
discharge  can  reduce  early  relapse  rates  after . 
the  treatment  of  acute  asthma  in  the  emergen- 
cy room."* 

These  are  just  some  aspects  of  asthma  that  need 
continued  attention  so  we  can  better  serve  our 
patients  who  have  this  common  condition. 

John  J.  Chabalko,  M.D. 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

■ Cardiology 
Update  V 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  December  4,  1991 

Cardiac  Imaging  - 1992 

Moderator:  Ami  E.  Iskandrian,  M.D.,  M.D. 

3:00-3:30  Dissecting  aneurysm:  Angiography,  echocardiography,  MRI,  CAT  scann- 
ing - which,  when  and  why?  - Harry  G.  Zegel,  M.D. 

3:30-4:00  The  role  of  nuclear  studies  in  chronic  coronary  heart  disease  - Ami  E. 
Iskandrian,  M.D. 

4:00-5:00  Case  Presentations  — Steven  Roberts,  M.D. 

Panel  Discussion  — Norman  Feinsmith,  M.D. 

Howard  Rosner,  D.O.,  Gary  J.  Vigilante,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 

Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


This  results  in  risk  bearing,  risk  sharing: 
and  profit  sharing. 

I 

The  Delaware  Physicians  Insurance 
Purchasing  Group  provides  coverage  ' 
for  employees,  partnerships  and  corp-  j 
orations  at  competitive  prices.  Excess  ; 
insurance  up  to  $10,000,000  is  available 
It  also  features  coordinated  underwrit-^ 
ing  and  claim  management.  ' 

For  more  information,  call  us  at 
(302)  654-6334. 


Delaware  Physicians 
Insurance  Purchasing  Group,  Ii 

ance,  we  share  the  risk.  P.O.  Box  26220,  Wilmington,  DE  19899 


As  a part  of  the  Delaware  Physicians 
Insurance  Purchasing  Group,  you  can  join 
other  physicians  who  are  associated  solely 
to  better  control  their  malpractice  insur- 
ance destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  under- 
writes, selects  defense  experts  and 
monitors  defense  counsel.  They  work 
together  to  make  liability  insurance  more 
manageable  through  the  use  of  a self- 
insured  retention  program. 

This  program  is  a partnership  with  St. 

Paul  Fire  and  Marine  Insurance  Company, 
America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  the  excess  insur- 


LETTERS  TO  THE  EDITOR 


Access  to  Care 


In  a July  editorial  I tried  to  say  that  lack  of  access  to  medical  care  is  a complex  and  multifactorial 
problem.  If  indeed  there  are  37  million  Americans  lacking  access,  the  lack  of  insurance  coverage  or 
money  is  only  one  aspect  of  the  problem.  Others  such  as  ignorance,  indifference,  geographic  distance, 
cultural/language  barriers  and  personnel  shortages  are  at  least  equally  important.  Any  belief  that 
universal  health  insurance  will  solve  the  problem  is  naive  and  apt  to  achieve  little  except  spend  a great 
deal  of  money,  overburden  the  system,  aggravate  existing  shortages,  and  add  to  the  income  of  some 
doctors  who  are  currently  providing  care  free  of  charge.  Evidently  I fell  short  of  the  mark  in  com- 
municating my  thoughts;  witness  two  letters  from  esteemed  colleagues  and  friends. 

E.  Wayne  Martz,  M.D.,  Editor 


I disagree  with  Dr.  Martz ’s  editorial  on  “Access 
to  Health  Care,”  which  appeared  in  the  July  1991 
issue  of  the  Journal.  He  implied  that  the 
economic  costs  required  to  solve  the  inequity  in 
access  to  health-care  affecting  some  35  million 
people  in  our  nation  would  be  too  great.  He  stated 
that  the  accumulation  of  all  the  illnesses  of  a 
lifetime,  all  the  ignorance  and  bad  habits  dumped 
on  a system  - especially  if  the  millions  affected 
demand  their  rights  - would  overwhelm  the 
system.  As  physicians,  the  cost  of  appropriate 
medical  care  that  we  so  lavishly  dispensed  to  our 
patients  able  to  pay  for  services  has  never  before 
prevented  us  from  applying  our  science  to  human 
health.  Are  we  willing  to  accept  a double  stand- 
ard when  addressing  the  issue  of  providing 
medical  care  for  the  underserved?  I believe  it  is 
necessary  for  us  to  fully  support  the  principle  of 
universal  access  to  medical  care  and  encourage 
the  removal  of  the  financial  restraints  which 
serve  as  barriers  for  millions  of  Americans  in 
need  of  basic  medical  services.  It  is  not  the  prov- 
ince of  Medicine  to  resolve  the  economic  ques- 
tions related  to  affordability.  The  problem  of 
financing  health  care  is  complex,  with  its  roots 
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heavily  entwined  in  the  larger  question  of 
insurance  reform,  political  resolve,  and  defining 
national  priorities.  Although  Medicine  has  a 
leadership  role  to  play,  it  belongs  mostly  to  the 
policy  makers  and  the  nation  at  large  to 
ultimately  solve. 

It  is,  though,  the  province  of  Medicine  to  make 
certain  that  the  plight  of  the  poor,  the  disenfran- 
chised, the  uneducated,  the  unlucky  in  our  na- 
tion are  not  forgotten.  They  live  in  separate  and 
unequal  worlds  from  us  but  deserve  the  same 
right  to  health  care  and  the  alleviation  of  human 
suffering  available  to  those  more  fortunate.  Like 
us,  they  seek  nothing  more  than  the  chance  to 
live  out  their  lives  in  purpose,  winning  what 
satisfaction  and  fulfillment  they  can.  Let  us  not 
forget  ...  “In  the  social  drama,  sickness  has  a 
strong  claim  to  being  the  arch  villain.  It  is  bad 
enough  that  a man  should  be  ignorant,  for  this 
cuts  him  off  from  the  commerce  of  men’s  minds. 
It  is  worse  that  a man  should  be  poor,  for  this  con- 
demns him  to  a life  of  stint  and  scheming  in 
which  there  is  no  time  for  dreaming  and  no 
respite  from  weariness.  But  what  surely  is  worse, 
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is  that  a man  be  unwell,  for  this  prevents  him 
from  doing  anything  much  about  either  his  pover- 
ty or  his  ignorance.”  - author  unknown 

Philip  Pollner,  M.D. 

Chair,  Delaware  Alliance  for  Health  Care 
Wilmington,  Delaware 

The  recent  editorial  on  Access  to  Care  which 
suggests  that  universal  health  care  insurance 
would  fail  in  Delaware  because  there  are  not 
enough  physicians  to  provide  health  care 
overlooks  the  following  observations. 

1 . There  is  no  evidence  that  many  people  die  in 
Delaware  without  seeing  a physician  because 
of  a lack  of  health  insurance. 

2.  There  is  a widespread  impression  that  most 
of  those  who  do  not  have  health  insurance  go 
to  one  of  the  accident  wards  when  they  need 
help,  and  if  necessary  are  hospitalized  for  fur- 
ther care. 

3.  Emergency  room  care  is  the  most  expensive 
way  to  obtain  access  to  primary  and  secon- 
dary health  care. 

4.  National  data  indicate  those  with  incomes  of 
less  than  $10,000  have  more  overall  health 
expense  than  those  with  incomes  of  more 
than  $35,000. 

5 . Low-paying  jobs  in  businesses  and  industries 
which  do  not  want  or  cannot  pay  for  the  high 
cost  of  health  insurance  explains  why  so 
many  (17  percent  of  the  population)  do  not 
have  health  insurance. 

6.  Race  has  been  identified  as  a factor  in 
disproportionately  high  mortality  rates, 
especially  among  African-Americans. 

7.  There  is  increasing  evidence  that  race  is  far 
less  a factor  in  delayed  diagnosis  and  higher 
mortality  in  cancer  than  poverty.  The  in- 
creased mortality  in  blacks  in  Delaware  can 
therefore  in  large  part  be  related  to  the  fact 
that  a much  higher  percentage  of  blacks  than 
whites  are  poor  and  do  not  have  health 
insurance. 
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8.  Studies  from  the  Delaware  State  Tumo  ' 

Registry  confirm  the  impression  that  for  tw( 
sites,  breast  and  prostate,  those  with  the  leas ' 
social  and  economic  resources  tend  to  b(| 
diagnosed  with  later  stages  of  disease  an(| 
have  a higher  death  rate.  | 

! 

9.  There  is  evidence,  at  least  in  cancer  patients, . 
that  early  detection  and  treatment  of  limitec  \ 
disease  results  in  a far  greater  cure  rate  a', 
less  cost  than  can  be  achieved  in  those  whos(  ' 
disease  is  first  found  in  an  advanced  state. 

10.  Poor  people  seldom  take  advantage  of  screen  i 
ing  programs  even  when  they  are  free.  j 

i 

11.  In  Delaware  there  is  no  requirement  tha1| 
people  receiving  Medicaid  should  choose  ej 
primary  care  physician  to  advise,  provide  j 
and,  when  necessary,  refer  for  health  car€; 
needs. 

The  information  cited  above  suggests  that 
health  care  in  Delaware  tends  to  be  provided  irii 
the  most  expensive  way  because  of  the  lack  of 
health  insurance  in  a population  which  usually| 
gives  a low  priority  to  preventive  or  prophylactic, 
health  care.  This  includes  Medicaid  patients  whoj 
often  have  a problem  finding  a physician,} 
especially  when  it  is  easier  to  go  to  an  emergen-j 
cy  room  where  no  appointment  is  required. | 
Primary  care  might  be  feasible  for  more  Medicaid: 
patients  if  primary  care  Medicaid  fees  were  more' 
reasonable.  It  is  less  expensive  and  better^ 
medicine  to  require  Medicaid  patients  to  choose 
a physician  for  their  primary  care,  including  ap- 
propriate referrals  for  tertiary  care.  This  type  ofi 
managed  care  could  also  be  required  in  a basic 
low-cost  health  insurance  plan  for  those  who  now; 
have  limited  or  no  coverage.  Such  insurance, 
which  may  have  to  be  subsidized  by  small 
business  and  the  state,  should  also  be  communi-| 
ty  rated  to  spread  risks  fairly  to  all  and  not  just 
those  needing  care,  as  is  now  true.  Health 
insurance  should  encourage  visits  to  an' 
appropriate  level  of  care  without  waiting  for 
advanced  problems  requiring  expensive  care. 

None  of  the  above  points  denies  that  most  of  the 
primary  care  physicians  in  the  state  are  over- 
burdened and  are  not  looking  for  more  patients, 
and  that  Delaware  needs  to  encourage  more 
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primary  care  practice.  This  should  be  achievable 
at  least  in  part  thi’ough  DIMER  incentives.  It 
would  be  interesting  to  know  the  percentage  of 
physicians  now  practicing  in  Delaware  who  were 
helped  by  DIMER.  Physicians  are  licensed  to 
practice  medicine  and  surgery,  not  a specialty.  It 
may  be  necessary  to  remind  some  of  those  now  in 
specialty  practices  that  they  are  also  qualified  to 
see  patients  needing  primary  care  as  one  way  of 
addressing  the  limited  number  of  primary  care 
specialists  in  the  state. 

We  need  to  support  the  primary  care  residency 
programs  at  St.  Francis  and  the  Medical  Center 
of  Delaware.  It  has  been  difficult  to  attract  the 
same  quality  and  number  of  medical  students  as 
was  possible  several  years  ago.  The  need  to  pay 
off  high  medical  school  debts  and  the  glamour  of 
interventional  care  has  detracted  from  the  long 
hours  and  limited  fiscal  incentives  for  primary 
care.  It  was  hoped  that  the  new  relative  value  fee 
schedules  which  promised  more  recognition  of 
cognitive  skills,  especially  those  required  in 
primary  care,  would  make  a difference,  but  it 
looks  like  Congress  and  HCFA  are  not  following 
the  research  leads  which  developed  the  new 
relative  value  schedules. 

Many,  including  public  health  specialists,  are 
working  hard  to  promote  preventive  measures  to 
reduce  health  care  needs  and  therefore  expense. 
Unfortunately,  it  is  harder  to  fund  prevention 
than  pay  for  expensive  high-tech  medicine  for  ad- 
vanced disease. 

In  conclusion,  it  should  be  emphasized  that 
recognition  of  the  complexity  of  access  to  health 
care  needs  to  be  recognized  so  that  solutions  be- 
ing proposed  and  hopefully  implemented  will  not 
just  ration  care  and/or  cap  expenses,  which  could 
reduce  the  quality  of  health  care  now  available 
in  the  United  States. 

Robert  W.  Frelick,  M.D.,  F.A.C.P. 

Wilmington,  Delaware 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  Is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  Is  to  Increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  In  Increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  = is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  m conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  m psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea , dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon»  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Assistance  whenever  your  loved  one  needs  it 
and  independence  when  they  don’t 


Everyone  deserves  a lift,  a boost  and  a 
smile  every  now  and  then.  As  a licensed 
assisted  living  facility,  South  Park  Terrace 
offers  the  best  alternative  to  nursing  home 
care.  We  provide  the  kind  of  assistance 
people  need  to  stay  independent.  Renting 
here  gives  you  a choice  of  spacious,  com- 
fortably furnished  suites  or  studio  apart- 
ments, each  with  private  bath.  There’s 
peace  of  mind  in  knowing  our  licensed 
nurses  are  at  your  service  24  hours  a day. 
Should  someone  need  help  with  bathing, 
dressing  or  medications,  our  skilled  staff  is 
always  on  duty. 


At  South  Park  Terrace  caring  about  people 
always  comes  first.  It  makes  caring  for 
people  come  easy. 

Now  we  have  made  It  even  more 
affordable  with  rental  rates  from 
$69  per  day. 

For  more  information,  call  our  Executive 
Director,  Vivian  Shearman,  N.H.A., 
at  (302)  655-2909. 

Ask  about  our  Adult  Day  Care  and  Vacation 
Planning  Programs. 


■*4*'  ^ 

SOJUTPAR  K TERR  ACI 


A PERSONAL  CARE  COMMUNITY 


I 


1605  N.  Broom  Street  ■ Wilmington,  DE  19806  ■ 302-655-2909 

Operated  by  Health  Management  Services,  Inc.  with  more  than  25  years  of  expertise  in  managing  retirement  communities. 


OBITUARIES 

Olin  S.  Allen  II,  M.D. 


Olin  S.  Allen  II,  M.D.,  died  of  respiratory  failure 
at  the  Wilmington  Hospital  of  the  Medical 
Center  of  Delaware  on  Thursday,  June  13, 1991. 
He  had  been  a patient  there  briefly.  He  was  65 
years  old.  Dr.  Allen  had  been  Director  of  the 
Department  of  Radiology  of  the  Medical  Center 
from  1969  until  his  retirement  in  1989. 

Dr.  Allen,  of  Carrcroft,  went  to  college  at  both 
Gettysburg  and  the  University  of  Delaware 
before  entering  Temple  Medical  School,  from 
which  he  graduated  in  1952  with  his  M.D.  degree. 
He  received  his  license  in  Delaware  in  July  1953. 
Following  graduation  he  interned  at  the 
Memorial  Hospital  in  Wilmington  from  1952  to 

1953  and  then  went  on  to  take  a residency  in 
radiology  under  Dr.  George  Chamberlain  at  the 
Reading  Hospital  in  Reading,  Pennsylvania,  from 

1954  to  1957.  He  became  board  certified  in 
radiology  in  1957.  In  1959  he  was  appointed  as 
an  assistant  on  the  staff  of  the  Department  of 
Radiology  at  the  Wilmington  General  Hospital 
under  the  late  Dr.  Thomas  Miller.  He  was  pro- 
moted to  the  rank  of  Senior  in  Radiology  in  1965 
at  the  time  of  the  formation  of  the  Wilmington 
Medical  Center  and  four  years  later  became  the 
director  of  the  Center’s  department. 

Prior  to  his  entry  into  the  field  of  medicine.  Dr. 
Allen  had  graduated  from  Wilmington  Friends 
School  and  had  served  in  the  United  States  Navy 
from  1944  to  1946. 

He  was  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  Delaware,  the 
New  Castle  County  Medical  Society,  the 
Delaware  Academy  of  Medicine,  as  well  as  the 
Delaware  Radiological  Society  and  the 
Radiological  Society  of  North  America.  He  was 
also  a Fellow  of  the  American  College  of 
Radiology. 

Dr.  Allen  occupied  a unique  position  in  the 
Medical  Center  of  Delaware  during  his  tenure  as 
director  of  the  Department  of  Radiology.  He  had 
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a sincere  and  deep  interest  in  the  merger  of  the 
three  hospitals  and  a genial  manner,  non- 
threatening in  character,  which  enabled  him  to 
occupy  positions  on  the  staff  and  with  the  ad- 
ministration and  trustees.  This  helped  in  many 
ways  to  solve  controversial  problems  of  staff  rela- 
tionships because  of  his  lack  of  any  self  interest 
to  color  his  actions.  He  had  no  axe  to  grind  on 
such  issues  as  “bed  allocation’’  or  long-range 
planning  or  the  building  committees,  all  of  which 
he  served  and  some  of  which  he  chaired.  He  was 
a member  of  the  house  staff  committee,  the  staff 
council,  and  the  committee  on  ionizing  radiation. 

Steering  the  planning  for  the  Department  of 
Radiology  during  the  difficult  years  when  the 
lawsuit  delayed  construction  meant  that  initial 
plans  for  use  of  equipment  was  in  a state  of  const- 
ant flux  as  age  and  obsolescence  kept  changing 
specifics  as  to  what  would  be  useful  in  the  new 
hospital  and  what  would  have  to  be  bought  new 
as  technology  changed  and  budgets  had  to  be 
reworked.  Olin  was  a skillful  negotiator  in  these 
matters  and  brought  the  Department  of 
Radiology  to  outstanding  stature  with  the  open- 
ing of  Christiana  Hospital  as  a fitting  climax  to 
a fine  career  in  radiology  covering  33  years.  He 
carried  on  a tradition  begun  by  his  father.  Dr.  B. 
M.  Allen,  also  a radiologist,  who  practiced  here 
many  years.  Dr.  Olin  Allen  II  also  wrote  the 
Delaware  Radiologic  Safety  Code,  a landmark 
document. 

Dr.  Allen  is  survived  by  his  wife,  Nancy  K.;  a 
son,  Olin  S.  Ill  of  Alexandria,  Virginia;  two 
daughters,  Nancy  A.  Murray  of  Washington 
Crossing,  Pennsylvania,  and  Ann  Allen  of 
Wilmington;  and  two  granddaughters. 

Services  were  held  at  St.  Albans  Episcopal 
Church  and  burial  was  private. 


Norman  L.  Cannon,  M.D. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


has  the  right  answers 


■ Rapid  epigastric  pain  relief"" 

■ Fast  and  effective  ulcer  healing"' 


Axm 

PASSES  THE  ACID  TEST 


{ 


1 


i 
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*AAost  patients  experience  pain  relief  with  the  first  dose. 

See  odjocent  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ-2943-B- 149347 


© 1991,  ELI  LILLY  AND  COMPANY 


AXID"  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  Insert  for  complete  prescribing  information 
Indications  and  Usage.  1 Active  duodenal  ulcer -toi  up  to  6 weeks  of  ireatmeni.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  consequences  of  therapy  with  Axid  tor  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  m 
this  class  of  compounds  has  been  observ^.  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ol  hypersensitivity  to  other 
Hj-recepior  antagonists. 

Precautions:  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy, 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  ol  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesrs-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur 
during  therapy 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  ol  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3.900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d.,  was  administered  concurrently. 

Caranogenesis.  Mutagenesis.  Impairment  ol  Fertility- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  ol  enlerochromaffin-like  lECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  ol  a caranogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ol  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  tor  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ol  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test, 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adeQuate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mof/Jers- Studies  in  lactating  women  have  shown  that  0,1%  of  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  t/se-Safcty  and  effectiveness  in  children  have  not  been  established, 

Use  m Elderly  /^//errfs- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  lest 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Etderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Climcal  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0,5%  vs  <0.01%).  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Hepa/rc-Hepalocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and.  in  a single  instance, 
SGPT  was  >2.000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular-]!)  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

CA/S- Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocrine -0\t)\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist.  This  patieni  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

/rj/egumenfa/-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H^-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  ol  hypersensitivity 
reactions  (eg.  bronchospasm.  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

0//)er-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  ol  nizatidine  due  to  its  large  volume  of  distribution. 

PV  2091  AMP 
(091190] 
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Current  Pediatric  Diagnosis  and  Treatment,  edited 
)y  William  E.  Hathaway,  M.D.,  Jessie  R. 
jlroothius,  M.D.,  William  W Hay,  Jr.,  M.D.,  and 
John  W Paisley,  M.D.,  Appleton  & Lange, 
Norwalk,  Connecticut.,  1991,  1139  pp. 

This  is  the  tenth  edition  of  this  standard 
pediatric  text.  Three  of  the  editors  are  professors 
of  pediatrics  at  the  University  of  Colorado 
Medical  School,  and  the  fourth  is  at  the  Em- 
manuel Children’s  Health  Care  Center  in 
Portland,  Oregon.  There  are  sixty-one  con- 
tributors, all  of  them  practicing  clinicians  and 
most  professors  of  pediatrics.  They  cover  infancy 
through  adolescence,  interweaving  clinical 
aspects  with  underlying  principles.  There  are 
thirty-nine  chapters  with  topics  ranging  from 
growth  and  development  of  the  healthy  child, 
through  preventive  medicine,  to  diagnosis  and 
treatment  of  specific  disorders,  arranged  by  organ 
systems.  The  book  has  been  substantially  revised 
for  this  tenth  edition  and  covers  all  the  recent 
medical  advances.  It  stresses  ambulatory  care 
and  cost  effectiveness  (the  by-word  of  the  day 
everywhere),  and  puts  great  emphasis  on  the 
needs  of  everyday  practice. 

Sixteen  of  the  thirty-nine  chapters  are  com- 
pletely new,  and  the  other  twenty-three  have 
been  substantially  updated.  Among  the  new 
chapters  are  Critical  Care,  Psychosocial  Aspects 
of  Pediatrics,  Genetics  and  Dysmorphology,  and 
Inborn  Errors  of  Metabolism.  There  are  excellent 
revised  chapters  on  Infants  of  Mothers  Who 
Abuse  Drugs,  STD’s  in  Adolescents,  and  Drug 
and  Therapeutic  Procedures. 

There  is  an  excellent  index  and  useful  Tables 
of  Normal  Biochemical  and  Hematologic  Values. 

This  is  an  excellent  reference  book  not  only  for 
medical  students  and  hospital  residents,  but  also 
for  busy  practicing  pediatricians  and  family 
physicians. 

David  Platt,  M.D. 
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American  Indian  Medicine,  Virgil  J.  Vogel, 
University  of  Oklahoma  Press,  1970,  578  pp. 

Although  we  tend  to  think  of  the  medical  pro- 
fession as  having  its  intellectual  roots  in  Europe 
and  the  Middle  East,  it  is  really  surprising  how 
much  of  our  present-day  medical  care  is  derived 
from  the  American  Indians.  It  is  true  that  their 
concepts  of  the  origins  and  causes  of  disease  may 
have  been  largely  based  on  superstition  and 
magic,  but  they  were  no  worse  in  this  respect  than 
their  European  contemporaries,  and  much  of 
their  treatment  was  very  sensible,  as  opposed  to 
the  purging  and  blood-letting  of  the  white  physi- 
cians. For  example,  they  used  sutures,  but  kept 
drains  in  infected  wounds  so  they  could  heal  from 
the  bottom  up.  They  boiled  water  for  washing 
wounds,  and  they  practiced  isolation  of  battle 
casualties  with  infections.  All  indications  are 
that  the  American  Indians  were  vigorous, 
healthy  people  before  they  were  introduced  to 
smallpox,  measles  and  alcohol.  When  the  first 
U.S.  Pharmacopeia  was  published  in  1820,  fully 
130  of  the  296  substances  listed  were  of  Indian 
origin,  and,  by  1965,  as  many  as  220  of  the  drugs 
listed  could  be  so  characterized. 

All  of  this  and  more  is  clearly  outlined  in 
American  Indian  Medicine.  However,  it  is  hardly 
a book  one  would  read  through  from  cover  to 
cover.  It  is  more  suitable  for  browsing  and  for 
reference.  It  represents  the  life  work  of  one  man 
who  researched  the  subject  to  exhaustion.  To 
make  the  point,  there  are  46  pages  of 
bibliography  and  37  pages  of  index.  The  herbs 
and  plants  and  the  drugs  derived  from  them  cover 
over  200  pages.  Of  course,  what  he  writes  of  is  a 
composite  of  all  the  Indian  lore,  from  Canada  to 
Peru,  and  there  was  a great  deal  of  variation  from 
one  tribe  or  nation  to  another. 

In  the  early  years  of  our  country,  Indian 
medicine  was  widely  known  and  respected.  Physi- 
cians trained  in  the  European  style  were  scarce 
and,  as  has  been  said  many  times,  it  was  pretty 
conjectural  whether  an  encounter  with  one  would 
leave  the  patient  better  off  or  worse.  People  in 
remote  areas  were,  on  the  whole,  very  pleased  to 
have  the  ministrations  of  the  Indian  medicine 
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men.  In  fact,  it  is  said  the  French  preferred  them. 
However,  in  the  mid-1800s,  before  the  medical 
school  curriculum  became  somewhat  standardized, 
many  cults  and  irregular  practices  sprang  up. 
Unscrupulous  men  often  took  advantage  of  the 
confidence  people  had  in  the  Indians  to  sell  their 
patent  medicines  and  quack  nostrums,  so  that 
eventually  the  phony  Indian  dances  and  rattles 
came  to  symbolize  them,  rather  than  the  sincere 
efforts  of  a group  that  may  have  been  just  as 
dedicated  as  our  doctors  today. 

This  is  an  interesting  and  thought-provoking 
book,  and  well  worth  the  modest  price  for  anyone 
interested  in  the  history  of  the  development  of 
medical  thought  in  America  from  1500  to  1850. 

E.  Wayne  Martz,  M.D. 

Current  Medical  Diagnosis  and  Treatment,  edited 
by  Steven  A.  Schroeder,  Marcus  A.  Krupp, 
Lawrence  M.  Tierney,  Jr.,  and  Stephen  J.  McPhee, 
Appleton  & Lange,  Norwalk,  Connecticut,  1991, 
1275  pp. 

This  is  the  thirtieth  edition  of  this  reference  book, 
which  is  revised  and  updated  every  year. 

The  four  editors  are  professors  of  medicine,  one 
at  Robert  Wood  Johnson,  one  at  Stanford,  and  two 
at  the  University  of  California,  San  Francisco. 
The  45  contributing  authors  are  all  practicing 
physicians  who  teach  at  medical  schools  across 
the  country,  except  for  one  from  London. 


The  editors  say  their  goal  is  to  provide  a com- 
prehensive desk  reference  for  the  busy  primary; 
care  physician,  emphasizing  practical  features  oli 
diagnosis  and  patient  management.  “Arriving  at 
a correct  diagnosis  and  ensuring  the  best  treat-j: 
ment  and  outcome  for  every  patient  are  thei 
ultimate  mission  of  medical  care.”  ' 

The  chapters  are  concise  and  brief,  enabling, 
the  editors  to  cover  the  entire  field  of  medicine  in  > 
the  book’s  1275  pages.  The  emphasis  is  on  proven-  - 
tion  and  on  cost  consciousness.  \ 

! 

On  the  inside  cover  of  the  book  is  “a  quick  jtl 
reference  to  common  presenting  problems.”  It 
lists  132  clinical  problems,  each  followed  by  the 
page  numbers  where  the  problem  is  discussed. 
The  index  in  the  back  is  complete  and  easy  to  use. 
The  bibliography  has  been  updated;  the  appen- 
dix has  a handy  section  on  commonly  used  lab 
tests,  and  diagnostic  imaging  techniques. 

There  are  chapters  on  disease  prevention,  test 
selection  and  interpretation,  management  of 
pain,  and  problems  of  the  elderly.  There  is  an  en- 
tirely new  chapter  on  medical  genetics  and  exten-  1 
sively  revised  chapters  on  AIDS,  allergy,  heart, 
arthritis,  psychic  disorders,  and  poisoning.  i 

The  editors  have  accomplished  their  goal  of 
assembling  a comprehensive  yet  easily  used  desk 
reference  for  both  the  student  and  the  busy 
primary  care  physician. 

David  Platt,  M.D. 


R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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A townhouse  community  of 
3 bedrooms,  11/2  baths,  living  room, 
family  room  & great  room 

Priced  from  $93,900 
Limited  time  $2000  settlement  help 
FHA  financing  available 

CaU;  239-2343 


Family  oriented  community,  3 & 4 bedrooms,  master  bath, 
basement  and  one  car  garage. 

Priced  from  $129,900 

Construction  management  by  the  Handler  Corporation 
Office  368-1621  Site  836-3991 


NEW  PHASE  NOW  OPEN 
^ Garage  ^ Basement 
13  spacious  floorplans 

Priced  from  $89,900 
FHA/State  Bond  financing  available 

Call  836-3960  or  999-9999 


B.  Gary  Scott  Builders  Marketing  represents  many 
of  the  area's  finest  builders  and  developers. 

Our  new  communities  feel  like  home... 
one  is  sure  to  fit  your  style. 

For  more  information  on  these  and  other 
new  home  communities,  please  call: 

571-9200 
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IN  BRIEF 

If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
tion to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166.  Infor- 
mation must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS'  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physi- 
cians’ Health  Committee  wishes  to  help.  Please  call  302/654-1001.  The 
anonymity  of  the  caller  is  assured. 

JEFFERSON  BEGINS 
TRIAL  ON  ALZHEIMER'S 
DRUG 

A drug  designed  to  improve  memory  loss  and  other  mental  symptoms 
associated  with  Alzheimer’s  Disease  will  be  evaluated  in  a clinical  trial  at 
Thomas  Jefferson  University  Hospital  in  Philadelphia.  Jefferson  is  among 
50  centers  in  the  United  States  and  Canada  that  will  evaluate  the  safety 
and  efficacy  of  linopirine  (DuP  996),  the  drug  developed  by  Du  Pont  Merck 
Pharmaceutical  Company. 

“This  drug  has  shown  promise  in  some  patients,’’  said  Patricio  F.  Reyes, 
M.D.,  associate  professor  of  neurology  and  director  of  Jefferson’s  Alzheimer’s 
Disease  and  Dementia  Center.  “It  has  been  given  as  medication  to  selected 
Alzheimer’s  patients  here  for  the  past  year  and  a half.  Although  there  is  no 
evidence  that  this  is  a cure  for  Alzheimer’s,  the  initial  data  collected  on  the 
drug  have  shown  very  encouraging  results.’’ 

Preliminary  data  have  not  been  thoroughly  analyzed,  notes  Dr.  Reyes.  The 
drug,  however,  has  received  endorsement  from  the  Food  & Drug  Administra- 
tion for  further  studies.  The  new  findings,  in  addition  to  previous  results, 
will  be  the  backbone  of  Jefferson’s  recommendations  for  linopirine’s  usage. 

“We’re  glad  to  be  part  of  the  multicenter  study,  which  could  affect  the  lives 
of  millions  of  people  around  the  world,”  said  Dr.  Reyes.  “If  the  results  are 
positive,  this  drug  could  ultimately  serve  as  a model  for  treatment  of  other 
brain  diseases.” 

After  a thorough  medical  examination,  20  to  30  study  participants  will 
be  selected  from  among  healthy  Alzheimer’s  patients  with  mild  to  moderate 
dementia.  The  patients  will  be  evaluated  at  Jefferson  while  continuing  to 
see  their  family  physician.  Participation  is  free.  Patients  seeking  informa- 
tion on  the  study  should  call  215/955-6692. 

MANDATORY 

REPORTING 

Health  departments  and  clinicians  are  not  communicating  well  enough  - 
especially  regarding  the  obligation  to  report  diseases.  Underreporting  can 
undermine  public  health  efforts  to  prevent  and  control  disease.  Yet  medical 
schools  and  residency  programs  often  do  not  include  in  their  curricula  in- 
formation about  the  importance  - or  the  obligation  - to  report.  Health 
departments,  which  have  historically  had  to  operate  on  less  than  optimal 
resources,  have  often  failed  to  make  clear  to  physicians  what  should  be 
reported,  how,  and  why. 
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True  or  False? 

1 . Physicians  who  report  notifiable  diseases  are  wasting  their  time.  The j 

Health  Department  will  get  the  same  reports  from  laboratories  and 
hospitals  anyway.  i 

False.  Not  all  reportable  diseases  are  laboratory -based,  and  not  alll 
patients  with  reportable  diseases  are  admitted  to  the  hospital.  (The 
majority,  in  fact,  are  diagnosed  in  an  outpatient  setting.)  In  addition, 
laboratory  reports  seldom  provide  the  clinical  or  demographic 
information  that  is  needed  for  public  health  action. 

2.  The  Health  Department  uses  reports  only  for  statistical  reasons. 

False.  Surveillance  data  are  indeed  crucial  if  trends  are  to  bei 
monitored  for  health  planning,  policy  making,  and  research.  But ; 
reports  are  not  used  only  for  statistical  purposes.  People  reported : 
with  certain  diseases,  such  as  tuberculosis  or  syphilis,  receive ' 
follow-up  by  the  Health  Department  to  ensure  appropriate  medical . 
therapy.  Diagnostic  tests  or  prophylactic  therapy  can  also  be ; 
provided  for  appropriate  contacts  of  persons  reported  with  infectious  ; 
diseases  like  measles,  Haemophilus  influenzae,  or  meningococcal ' 
meningitis. 

3.  Enteric  diseases  are  too  common  to  bother  reporting. 

False.  Many  common-source  outbreaks  of  food-borne  illness  have  been 
recognized  and  stopped  because  the  Heedth  Department  was  able  to  link 
reports  of  enteric  diseases  called  in  quickly  by  individual  physicians. 

4.  The  paperwork  involved  in  reporting  notifiable  diseases  is  not  nearly 
as  burdensome  as  many  physicians  think. 

True.  In  fact,  it  is  possible  - and  sometimes  required  - for  reports 
to  be  made  by  telephone. 

5.  Everything  is  “reportable.” 

False.  Reports  are  required  only  for  selected  diseases  and  conditions. 

6.  The  reporting  of  “notifiable”  (or  “reportable”)  diseases  and  conditions 
is  voluntary. 

False.  It's  the  law. 

AMA  WORKSHOPS  To  register  for  any  of  these  programs  or  for  more  information,  call  the  AMA 
registrar  at  800/366-6968. 


Gearing  Up  for  Retirement 
Joining  a Partnership  or  Group 
Practice 

Starting  Your  Practice 


New  York  City 

Chicago 

Chicago 

Chicago 

Chicago 


December  8 
November  21 
December  12 
November  22-23 
December  13-14 


CALENDAR  OF  EVENTS  ...  IN  BRIEF 

November  “Achieving  a Successful  Medical  Retirement”  and  “Thinking  of  Your 
Future  Today”;  (location  varies).  Call  Jill  Rubiner  at  312/464-2461. 
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Report  of  the  President 


It  has  been  an  honor  and  a privilege  for  me 
to  serve  as  the  President  of  the  Medical 
Society  of  Delaware.  I am  pleased  to  report 
that  our  Society  has  had  a fairly  successful 
and  productive  year.  This  became  possible 
through  the  active  participation  of  many  of 
our  members  who  devoted  their  time  and 
effort  to  various  activities  of  the  Society.  Our 
interaction  with  the  various  sectors  of  soch 
ety,  including  government,  has  been  posi- 
tive. I would  like  to  summarize  the  high- 
lights of  the  Society’s  actirities  in  the  ensu- 
ing paragraphs  of  this  report. 

AMA  Negotiations 

In  the  face  of  a deficit  budget  of  nearly 
$100,000  for  fiscal  year  1991,  negotiations 
with  the  AMA  for  financial  support  were 
begun  shortly  after  our  Annual  Meeting  last 
year.  These  negotiations,  which  I conducted, 
have  been  successful,  with  total  financial 
support  of  over  $50,000  having  been  re- 
ceived from  the  AMA  this  year.  This  amount, 
which  is  nearly  twice  what  was  budgeted,  in 
addition  to  the  PHICO  administrative  fees 
of  $40,000,  has  reduced  the  year-end  deficit 
projection  to  approximately  $30,000.  Thanks 
to  the  successes  of  our  wholly  owned  subsid- 
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iary,  MSDIS,  dividends  of  $120,000  are  cur- 
rently in  the  Society’s  treasury  and  are  ear- 
marked for  the  1992  operating  budget.  The 
fiscal  affairs  of  the  Society  are  now  on  solid 
footing,  and  a dues  increase  will  not  be 
needed  for  1992. 

PHICO  Endorsement  Agreement 

In  recognition  of  PHICO’s  long-standing  ser- 
\dce  to  the  Society  and  the  physicians  of 
Delaware,  the  Society  firmed  up  its  relation- 
ship with  the  company  this  year  through  the 
successful  negotiation  of  an  exclusive  en- 
dorsement agreement.  As  a result  of  this 
agreement,  the  Society  will  be  able  to  better 
serve  its  members  through  ongoing  risk  man- 
agement, underwriting  and  claims  leview 
activities.  As  noted  above,  the  Society  will 
receive,  pursuant  to  an  agreement  negoti- 
ated by  me,  an  administrative  fee  in  the 
amount  of  $40,000  to  defray  the  costs  of  this 
more  intensive  actirity  on  behalf  of  the  mem- 
bership. 

Ad  Hoc  Committee 
on  Strategic  Planning 

To  date  43  responses  to  the  House  of  Del- 
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egates  sti'ategic  planning  survey  have  been 
received.  The  following  summary  of  survey 
responses  shows  the  most  frequently  rated 
“Opportunity  Areas”  voted  by  the  Delegates 
to  be  high  priorities:  Representation/ Advo- 
cacy on  Medical  Practice  ( 58  percent );  Advo- 
cacy on  Professional  Freedom  (34  percent); 
Image/Identity  of  Physicians  (27  percent); 
Public  Health  (20  percent);  and  Continuing 
Medical  Education  ( 16  percent). 

Additional  input  into  the  strategic  plan 
will  be  sought  through  the  convening  of  two 
regional  membership  meetings.  You  will  be 
hearing  more  about  this  activity  as  the 
strategic  planning  process  progi’esses. 

Medical  Care  Guidelines 

After  learning  about  the  plans  for  imple- 
mentation of  guidelines  for  length  of  hospi- 
tal stays  by  Blue  Cross  Blue  Shield  of  Dela- 
ware, the  Kent  County  Medical  Society  pe- 
titioned the  Society  to  take  immediate  ac- 
tion and  a special  session  of  the  House  of 
Delegates  was  convened  in  June.  At  that 
meeting  the  Delegates  directed  the  Society 
to  work  with  Blue  Cross  Blue  Shield  to 
adapt  the  guidelines  to  Delaware  standards. 
A special  committee  was  appointed  to  re- 
view the  guidelines  for  appropriateness  and 
to  monitor  BCBSD’s  experience  since  imple- 
mentation of  the  guidelines  earlier  this 
spring.  The  committee  has  met  on  two  occa- 
sions with  officials  of  Blue  Cross  and  is 
making  progress  in  modifying  the  proposed 
guidelines,  as  indicated. 

Legislative  Activities 

The  Society’s  legislative  activities  during 
the  cm’rent  session  include:  Society-spon- 
sored legislation  to  provide  for  the  licensure 
of  physician’s  assistants;  the  introduction  of 
Society-sponsored  legislation  to  clarify  the 
role  of  a physician’s  estate  in  the  disposition 
of  his  or  her  medical  records;  and  enacted 
seat  belt  legislation  on  which  I personally 
testified  before  the  Senate.  Bills  currently 
pending  for  which  there  has  been  an  enor- 


mous opposition  by  the  Society  through 
personal  testimony  and  direct  communica-  If 
tion  with  key  legislators  include:  a bill  to  " 
allow  access  to  physical  therapists  without 
a physician’s  referral  and  a bill  to  allow 
prescriptive  privileges  by  optometrists.  Over  ' < 
the  summer  representatives  of  the  Medical  * 
Society  met  with  a committee  of  the  Bar 
Association  to  draft  Delaware’s  Death  With 
Dignity  Bill,  i.e.,  proposed  legislation  which 
addresses  primarily  the  issues  revolving  j 
around  the  care  of  terminal  patients  in  ! 
persistent  vegetative  state.  j 

Press  Conference  [ 

on  Smokers’  Rights  Bill  j 

j 

At  the  direction  of  the  Board  ofTrustees,  the 
Society  convened  an  impressive  coalition  of 
the  state’s  health  organizations  for  the  pur- 
pose of  holding  a press  conference  in  opposi-  i 
tion  to  H.B.  248,  the  Smokers’  Rights  Bill.  ! 
The  press  conference  was  held  in  the  lobby 
of  Legislative  Hall  on  June  18th.  Although 
the  bill  passed  the  House  in  the  final  days  of  | 
the  session  in  June,  the  Medical  Society  will 
continue  its  efforts  to  defeat  this  bill  when 
the  Legislature  reconvenes  in  January. 

HIV 

In  response  to  legislation  which  would  re- 
quire the  mandatory  screening  of  all  physi- 
cians for  HIV,  the  Society  has  proposed  a 
voluntary  program  of  providing  assistance 
to  physicians  who  are  HIV  positive  through 
the  Physicians’ Health  Committee.  Proposed 
legislation  is  being  drafted  for  introduction 
in  next  year’s  legislative  session.  Also,  the 
Board  has  voted  to  support,  in  concept,  a 
change  in  Delaware  laws  to  permit  univer- 
sal screening  of  pregnant  women  for  syphi- 
lis and  HIV  infection  during  the  first  trimes- 
ter and  at  the  time  of  delivery.  Subsequent 
to  federal  legislation  proposed  by  Senator 
Helms  and  the  published  CDC  guidelines 
concerning  testing  of  health  providers  for 
HIV,  our  Public  Laws  Committee  met  and 
drafted  proposed  legislation  which  was  re- 
vdewed  by  the  Board  ofTrustees  at  its  Sep- 
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ember  meeting.  The  Board  adopted  a mo- 
ion  in  support  of  the  draft  legislation  which 
nnforms  to  CDC  guidelines,  with  the  excep- 
, ion  that  the  list  of  exposure-prone  proce- 
' lures  would  be  developed  using  local  data 
md  that  HIV  testing  would  apply  to  pa- 
I dents  as  well  as  health  care  professionals. 

Delaware  Air  Force  Base 

'when  the  Society  received  word  back  in 
February  that  the  U.S.  Air  Force  was  con- 
sidering the  discontinuation  of  obstetrical 
services  at  the  Dover  Air  Force  Base,  I 
immediately  communicated  with  our  Con- 
gi’essional  Delegation  in  Washington,  D.C., 
informing  them  of  the  critical  shortage  of 
obstetricians  in  Kent  County  and  urging 
their  assistance  in  objecting  to  this  pro- 
posal. As  a result,  in  April  we  were  notified 
that  the  decision  was  made  to  continue  the 
OB  seiwice  at  the  base. 

RBRVS 

The  Medical  Society  closely  monitored  the 
preliminary  activities  suiTounding  the  J anu- 
ary  1,  1992,  implementation  of  the  new 
Medicare  physician  fee  schedule.  The  Soci- 
ety was  represented  in  special  meetings 
called  by  the  Re^on  III  office  of  HCFA  in 
Philadelphia  to  discuss  the  RBRVS  regula- 
tions as  published  in  the  Federal  Register  on 
June  5.  The  Society  was  also  represented  on 
the  Medicare  Physicians  Liaison  Group, 
which  was  formed  by  Pennsylvania  Blue 
Shield  to  provide  medical  societies  advance 
information  on  revised  carrier  payment  poli- 
cies and  procedures  necessary  to  implement 
the  RBRVS  on  January  1.  Information  from 
these  two  gi'oups  was  shared  with  the  Board 
of  Trustees  and  the  membership  through 
MSDNews  throughout  the  year. 

At  the  July  Board  of  Trustees  meeting, 
the  Board  authorized  a “call  to  action”  cam- 
paign to  alert  the  membership  of  the  pro- 
posed 16  percent  reduction  in  the  Medicare 
physician  fee  schedule  to  be  implemented 
January  1,  1992.  The  campaign  consisted 
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of;  issuing  an  immediate  alert  to  all  physi- 
cians in  Delaware,  urging  them  to  corre- 
spond with  their  Senators  and  Congress- 
man; mobilizing  the  Auxiliary  telephone 
bank  to  personally  call  all  Delegates  and 
Alternates;  a personal  letter  from  me  to  our 
Congi’essional  Delegation;  lead  article  in 
MSDNews-,  personal  meetings  with  Con- 
gi'essional  Delegation  by  MSD  representa- 
tives. 

The  above  call  to  action  was  carried  out 
as  planned,  including  a trip  to  Washington 
D.C.  on  July  31  to  meet  with  our  Congres- 
sional Delegation  to  solicit  their  support  in 
our  protest  of  the  16  percent  fee  schedule 
reduction.  Joining  me  were  Doctors  Daniel 
A.  Alvarez,  William  H.  Duncan,  Stephen  S. 
Grubbs,  Paul  E.  Howard,  and  Stephen  R. 
Permut,  Auxiliary  representative  Jackie 
Alvarez  and  Executive  Director  Mark  A. 
Meister  in  meetings  with  Congressman 
Carper  and  staff  representatives  for  Sena- 
tors Biden  and  Roth.  In  each  instance,  Soci- 
ety representatives  were  assured  that  our 
Congi'essional  offices  would  contact  DHHS 
Secretary  Sullivan  and  HCFA  Administra- 
tor Willensky,  objecting  to  the  proposed  fee 
reductions. 

The  Medical  Society  along  with  the  rest 
of  the  federation  scored  an  initial  victory 
through  its  aggressive  call  to  action  cam- 
paign. Total  written  responses  received  by 
HCFA  on  this  issue  set  an  all-time  record  at 
over  95,000,  more  than  twice  the  amount  of 
comments  on  any  other  issue.  While  HCFA 
decided  to  back  down  on  part  of  the  proposed 
16  percent  reduction  in  fees  and  restore  $6.9 
billion  that  would  have  been  cut  from  phy- 
sician payments  over  the  next  five  years,  it 
appears  that  the  Administration  is  stand- 
ing firm  in  its  insistence  that  the  fee  sched- 
ule be  reduced  on  the  basis  of  an  assumed 
increase  in  services,  referred  to  as  the  “be- 
havioral offset.”  The  Medical  Society  has 
respondedby  askingour  Congressional  Rep- 
resentative and  Senators  to  cosponsor  legis- 
lation introduced  by  Rep.  Pete  Stark  and 
Senators  Rockefeller  and  Durrenberger  to 
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bring  a legislative  remedy  to  this  problem. 
To  date,  over  280  Members  of  the  House  of 
Representatives  and  33  Senators  have 
agreed  to  cosponsor  this  legislation. 

National  Governors’  Association  Panel 
on  Health  Care  Cost  Containment 

The  first  of  four  panel  discussions  on  health 
care  issues  was  held  in  Wilmington  in  Au- 
gust. The  series  of  panel  discussions  con- 
vened by  the  National  Governors’  Associa- 
tion provided  the  basis  for  the  health  reform 
policies  that  the  NGA  recommended  to  the 
Bush  Administration  in  September.  I had 
the  opportunity  to  represent  the  Medical 
Society  and  provide  remarks  before  the 
panel,  outlining  possible  solutions  to  the 
health  care  cost  dilemma. 

DIMER 

I represented  the  Medical  Society  at  a press 
conference  called  by  Governor  Castle  to 
announce  the  "second  generation  of  strate- 
gies" for  the  DIMER  program  in  Delaware. 
The  initiatives  of  Health  Access  Delaware 
were  featured  in  my  remarks. 

Claymont  Health  Service 

A dedication  ceremony  on  October  1 at  the 
Claymont  Community  Center  culminated 
four  years  of  effort  by  the  Society  in  estab- 
lishing the  Claymont  Health  Service.  The 
result  of  a collaborative  effort  by  the  Soci- 
ety, the  Claymont  Community  Center,  the 
Delaware  Division  of  Public  Health  and  a 
gi'ant  from  the  Delaware  Health  Care  Com- 
mission, the  Claymont  Health  Service 
opened  its  doors  on  July  15  and  has  cared  for 
over  230  patients  to  date.  The  clinic  is  staffed 
by  community  physicians  from  Wilmington 
and  northern  New  Castle  County.  More 
than  40  physicians  are  volunteering  at  the 
clinic  and  another  30  physicians  have  agreed 
to  see  clinic  patients  on  a referral  basis. 
Governor  Castle,  DHSS  Secretary  Thomas 
P.  Eichler  and  I participated  at  a press 
conference  and  ribbon-cutting  ceremony  on 
October  1 to  announce  the  opening  of  the 
Claymont  Health  Service. 


Health  Access  Delaware 

Access  to  needed  medical  care  for  the  70,000 
Delawareans  with  no  health  insurance  has 
reached  a critical  stage.  To  address  the 
myriad  of  issues  surrounding  this  public 
health  priority,  I called  for  the  formation  of 
Health  Access  Delaware,  an  important  new 
task  force  comprised  of  the  leaders  of  the 
medical  profession  in  Delaware.  Health  Ac- 
cess Delaware  is  not  intended  to  be  a short- 
term fix  to  this  complex  problem,  but  rather 
an  initiative  through  which  physicians  can 
assert  a leadership  role  in  finding  long- 
term, practical  solutions  for  the  betterment 
of  all  Delawareans.  Health  Access  Dela- 
ware is  off  to  a good  start  and  is  establishing 
itself  as  a meaningful  participant  in  ad- 
dressing access  to  appropriate  health  care 
for  the  state’s  uninsured  and  underinsured. 
The  Medical  Society  of  Delaware  is  well 
represented  in  this  vital  issue  requiring 
physician  input  and  involvement. 

As  we  look  back  at  the  various  activities  of 
the  Society,  one  could  conclude  that  as  an 
organization,  we  have  had  a very  good  year. 
I would  like  to  express  my  appreciation  to  all 
of  you  for  your  valuable  input.  I specifically 
would  like  to  express  my  gratitude  to  the 
members  of  the  Board  of  Trustees,  the  com- 
mittee chairmen,  and  all  who  played  an 
active  role  in  making  this  past  year  a suc- 
cess. Certainly,  the  activities  of  the  Medical 
Society’s  Auxiliary  deseiwe  recognition  and 
thanks.  I would  also  like  to  thank  the  staff 
who  worked  very  hard  in  carrying  out  the 
daily  functions  of  the  Society.  My  special 
thanks  to  Beverly  Dieffenbach  and  Mark 
Meister  for  their  diligence  and  devoted  ser- 
vice to  the  successful  implementation  of  the 
activities  of  the  Society  as  mandated  by  the 
officers  and  the  Board  of  Trustees. 


Ali  Z.  Hameli,  M.D. 

President 
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?eing  a patient  advocate  is  what  being  a physician  is  all  about. 

ir.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
f family  violence?  Perhaps,  because  what  he  saw 
mply  cried  out  for  action. 

“Fully  a third  of  ah  women’s  injuries  conhng  into 
ur  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
f family  violence.  Dr.  Fullin  would  not.  He  petitioned 
tate  officials,  and  through  his  efforts  the  first  Domestic 
dolence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
or  patients,”  stressed  Dr.  Fullin.  ^ 

The  American  Medical  Association  (AMA)  couldnt 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fulhn  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Dr.  William  R.  Stern 
Gastroenterologist,  Rockville 


The 
who  represent 
put  you  first. 


agent  is  always  on 
the  lookout  for  me - 
comparing  rates,  coverages, 
and  company  stability. 

He  recommended  Princeton 
because  it  offers  Occurrence 
Plus  coverage,  competitive  rates, 
and  it’s  a leading  writer  of 
medical  malpractice  insurance. 

I trusted  his  judgment.^ ^ 


Princeton  Insurance  Company 
4 North  Park  Drive 
Hunt  Valley,  MD  21030-1812 
301-785-0900 


More  than  1,300 
doctors  in  Marylai 
and  Delaware  have 
chosen  Princeton  I 
their  professional 
liability  coverage. 
It’s  easy  to  switch. 


Why  wait? 


when  you  choose 
Princeton, 
you’re  in 
good  company 


STRAND  ROUNDS 


Wegener’s  Granulomatosis 

Daniel  J.  Burge,  M.D. 


:ase  presentation 

5dwin  Trayner,  M.D. 

The  patient  is  a 29-year-old,  previously  healthy 
black  female  transferred  to  the  Medical  Center 
lof  Delaware  for  further  evaluation  of  a persis- 
tent right  upper  lobe  infiltrate  of  unknown  etiol- 
ijogy.  She  had  felt  well  until  she  was  seen  at  an 
loutside  emergency  room  with  a one-week  his- 
tory of  right  ear  pain,  fever,  generalized  body 
I aches,  mild  right-sided  chest  pain,  and  a nonpro- 
iductive  cough.  She  was  treated  with  Duricef  for 
right  otitis  media.  Ten  days  later  she  returned  to 
the  ER  with  worsening  symptoms.  She  was 
found  to  have  a right  middle  lobe  infiltrate  and 
was  treated  as  an  outpatient  with  oral  cefuroxime 
and  erythromycin.  After  three  days,  she  was 
admitted  because  of  progressive  symptoms. 

In  the  hospital,  in  spite  of  broad-spectrum 
antibiotic  coverage,  the  patient  had  persistent 
fevers  to  103  degrees  F and  a cough  productive 
of  green  sputum.  She  never  developed  signifi- 

Dr.  Burge  is  a member  of  the  Section  of  Rheumatology, 
Department  of  Medicine,  Medical  Center  of  Delaware. 

Dr.  Trayner  is  a resident  in  the  Department  of  Medicine, 
Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medi- 
cine, Medical  Center  of  Delaware  on  August  15,  1991. 


cant  dyspnea  and  remained  nontoxic  in  appear- 
ance. On  chest  x-ray  there  was  a persistent  right 
upper  lobe  infiltrate  and  questionable  right 
azygous  adenopathy.  She  had  a mild  leukocytosis 
with  a normal  differential  and  a hypochromic, 
microcytic  anemia.  ANA  was  negative,  anti- 
neutrophilic  cytoplasmic  antibodies  were  posi- 
tive with  a titer  of  1:620  (cytoplasmic  pattern), 
and  a CIQ  assay  was  negative.  A Raji  cell  assay 
was  positive  for  circulating  immune  complexes. 
Computerized  tomography  of  the  chest  revealed 
a right  upper-lung  consolidation  versus  mass 
with  nodes  in  the  mediastinum.  Because  of  poor 
response  to  antibiotics,  she  underwent  two 
bronchoscopies,  which  showed  an  exophytic  le- 
sion of  the  right  upper-lobe  occluding  the  right 
anterior  segment  orifice.  Nonspecific  inflamma- 
tory changes  were  seen  on  biopsy  specimens; 
biopsies  and  washings  were  negative  for 
neoplasia  and  culture  on  both  occasions.  Right 
myringotomy  yielded  purulent  discharge  with 
negative  cultures.  She  was  transferred  to  the 
Medical  Center  of  Delaware  for  further  assis- 
tance in  the  diagnosis  of  her  illness. 

The  patient  was  a nonsmoker  and  never 
abused  alcohol  or  drugs.  She  had  no  HIV  risk 
factors.  Of  note,  her  boyfriend  was  PPD  positive. 
At  transfer,  her  only  medication  was  Timentin. 

On  physical  examination  she  appeared 
nontoxic.  Blood  pressure  was  98/50,  pulse  108 
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regular,  respiratory  rate  16,  unlabored.  She 
was  afebrile.  Her  conjunctivae  were  pale,  and 
her  right  tympanic  membrane  was  dull.  On 
auscultation  of  the  lungs,  egophony  and  coarse 
breath  sounds  were  heard  in  the  right  mid-lung 
field,  suggestive  of  consolidation. 

She  had  9200  WBC  per  cu  mm  with  a normal 
differential.  Hemoglobin  was  7.5  g/dl,  MCV  64, 
platelet  count  827,000  per  cu  mm.  On  room  air, 
her  pH  was  7.47,  PO2  91  mmHg,  PCO2  32  mmHg 
with  a 99  percent  O2  saturation.  Serum  iron  was 
5 mcg/dL;  total  iron-binding  capacity,  181  meg/ 
dL;  ferritin,  145  mcg/L;  vitamin  B 12, 1000  ng/L; 
and  folate,  310  mcg/L.  Electrolytes  were  nor- 
mal. Serum  creatinine  was  0.6  mg/dL,  albumin 
2.4  g/dL,  alkaline  phosphatase  249  lU/L.  Uri- 
nalysis was  normal. 

In  spite  of  treatment  with  clindamycin  and 
aztreonam,  the  patient  continued  to  have  fevers 
to  39  degrees  C.  A CT  scan  of  the  sinuses 
revealed  left  paranasal  fullness.  After  review  of 
the  outside  laboratory  data,  pathologic  speci- 
mens, and  the  patient’s  lack  of  response  to 
multiple  antibiotics,  ENT,  infectious  disease, 
pulmonary,  and  thoracic  surgery  consultants 
concluded  that  an  open  lung  biopsy  was  neces- 
sary for  diagnosis.  On  the  seventh  hospital  day, 
she  underwent  right  thoracotomy  with  right 
middle  and  upper  lobectomies.  The  lung  con- 
tained a tan  yellow  area  of  consolidation  which 
grossly  resembled  a lobar  pneumonia.  Micro- 
scopically, there  was  extensive  granulomatous 
inflammation  and  necrosis  with  vasculitis.  A 
right  superior  mediastinal  lymph  node  showed 
extensive  coagulative  necrosis  with  adjacent 
chronic  inflammatory  cells. 

The  patient  did  well  post-operatively.  On 
the  seventh  day  after  surgery  she  developed 
bilateral  eye  discomfort  and  a perilimbic  flush. 
An  ophthalmologist  noted  corneal  infiltrates, 
and  she  was  treated  with  topical  steroids  and 
tobramycin  eye  drops.  On  the  fourteenth  hospi- 
tal day,  she  was  begun  on  cyclophosphamide 
and  trimethoprim/sulfamethoxazole  for  pre- 
sumed Wegener’s  granulomatosis.  Oral 
prednisone  40  mg  per  day  was  added  to  her 
regimen  when  she  developed  conjunctivitis.  At 
the  time  of  discharge  on  the  twenty-fourth  hos- 
pital day,  she  was  significantly  improved.  Her 
fevers  had  resolved,  she  had  no  dyspnea  with 
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ambulation  and  only  minimal  incisional  chest 
pain. 

DISCUSSION 

Daniel  Burge,  M.D. 

Wegener’s  granulomatosis  (WG)  is  one  of  a 
group  of  disorders  which  share  the  common 
feature  of  systemic  vasculitis.  These  diseases 
form  a spectrum  of  clinico-pathological  diag- 
noses that  are  marked  by  inflammation  and 
necrosis  of  blood  vessels.  Vasculitic  disorders 
have  been  known  in  the  medical  literature  for 
125  years. ^ The  first  case  was  reported  in  1866 
by  Kussmaul  and  Maier,  who  described  what 
now  appears  to  be  a classic  case  of  polyarteritis 
nodosa.  In  1908  Takayasu  reported  a patient 
with  large  vessel  vasculitis,  and  subsequently, 
in  1936  Friedrich  Wegener  defined  a syndrome 
characterized  by  granulomatous  necrotizing 
vasculitis  of  the  upper  and  lower  airways  and 
kidneys  with  associated  systemic  vasculitis.^  It 
soon  became  apparent  that  vasculitic  disorders 
varied  in  clinical  manifestations  and  in  the  size, 
location,  and  type  of  involved  blood  vessels. 

The  first  attempt  at  categorizing  systemic 
vasculitis  was  made  by  Zeek  in  1952^.  Since 
then,  there  have  been  multiple  modifications. 
One  of  the  most  frequently  cited  classifications 
is  that  of  Cupps  and  Fauci  from  the  National 
Institutes  of  Health  (NIH)^  (Table  1),  in  which 
the  disorders  are  grouped  by  the  size  and 
pathologic  features  of  the  involved  blood  ves- 
sels, and  to  a lesser  extent  by  proposed  patho- 
genic mechanisms.  It  is  difficult,  however,  to 
retrospectively  delineate  common  subgroups  of 
patients,  particularly  when  etiology  and  patho- 
genesis are  considered.  For  example,  a single 
etiological  agent  such  as  Hepatitis  B may  be 
causally  related  to  multiple  forms  of  vasculitis, 
including  polyarteritis  nodosa,  cryoglobulin- 
emia, cutaneous  vasculitis,  or  glomerulo- 
nephritis. Likewise,  multiple  etiologic  agents 
may  result  in  similar  clinical  and  pathological 
findings  (Figure  la-c).  In  addition,  pathogenic 
mechanisms  may  be  shared  by  different  etio- 
logical agents,  or  these  agents  may  result  in  the 
same  clinical  and  pathological  findings  through 
dissimilar  mechanisms.^ 

Each  vasculitic  entity  consists  of  a spectrum 
of  clinical  manifestations.  Thus,  the  term 
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Polyarteritis  nodosa  group  of  systemic  necrotizing 
vasculitis 

Classic  polyarteritis  nodosa 

Allergic  angiitis  and  granulomatosis  (Churg-Strauss 
variant) 

“Overlap  syndrome”  of  systemic  angiitis 
Hypersensitivity  vasculitis 

Serum  sickness  and  serum  sickness-like  reactions 
Henoch  Schonlein  purpura 

Vasculitis  associated  with  certain  connective  tissue 
disorders 

Certain  cases  of  essential  mixed  cryoglobulinemia 
with  vasculitis 

Vasculitis  associated  with  other  primary  disorders 
Wegener’s  granulomatosis 
Lymphomatoid  granulomatosis 
Giant  cell  arterides 
Temporal  arteritis 
Takayasu’s  arteritis 
Central  venous  system  vasculitis 
Vasculitis  associated  with  malignancies 
Mucocutaneous  lymph  node  syndrome 
Thromboangiitis  obliterans  (Buerger’s  disease) 

Behcet’s  disease 

Miscellaneous  vasculitic  syndromes 

Table  1.  Classification  of  the  vasculitides/ 
Reprinted  with  permission. 


“Wegener’s  granulomatosis”  encompasses  a spec- 
trum of  disorders  with  common  characteristics 
but  which  may  have  a wide  range  of  disease 
presentations  and  manifestations. 

PATHOGENESIS 

It  is  likely  that  the  vascular  damage  seen  in 
vasculitic  disorders  is  produced  through  mul- 
tiple pathogenic  pathways.  In  the  immune  com- 
plex mediated  modeP  (Figure  2a),  extensively 
studied  in  animals,  circulating  soluble  immune 
complexes  are  present,  usually  with  an  antigen 
excess.  Vascular  permeability  is  increased  by 
release  of  vasoactive  amines  from  platelets  or 
IgE-sensitized  basophils.  Immune  complexes 
are  then  deposited  in  the  vessel  wall  and  comple- 
ment activated.  Complement-derived  chemo- 
tactic  factors  attract  polymorphonuclear  cells 
(PMN),  which  release  lysosomal  enzymes  with 
resultant  vessel  wall  necrosis.  The  site  of  depo- 
sition of  immune  complexes  may  be  dependent 
upon  multiple  factors,  including  the  size  of  the 
complex,  the  specificity  of  the  antigens,  blood 
flow,  turbulence,  and  other  as  yet  unelucidated 
factors. 
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Figure  Ic 

Figures  la-c.  Proposed  pathogenic  mecha- 
nisms of  the  vasculitides.  (See  text). 


This  model  may  apply  to  Henoch  Schonlein 
purpura,  essential  mixed  cryoglobulinemia,  and 
other  vasculitides  in  which  immune  complexes 
can  be  demonstrated  on  histopathology.  How- 
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Figure  2a.  Mechanisms  of  immune  complex  vasculitis.'^  Reprinted  with  permission. 


ever,  in  WG,  polyarteritis  nodosa,  Churg-Strauss 
syndrome,  and  several  other  vasculitic  disor- 
ders, immune  complexes  are  not  present  on 
biopsy.  It  has  been  suggested  that  in  these 
diseases  immune  complexes  may  remain  in  the 
circulation  or  that,  though  initially  present, 
they  may  disappear  from  the  area  of  pathology 
early  in  the  disease  process. 

It  has  also  has  also  been  postulated  that 
damage  to  the  vessel  wall  in  WG  and  similar 
disorders  results  from  cell-mediated  mechanism  s 
(Figure  2b)®.  In  this  model,  sensitized  lympho- 
cytes react  with  an  antigen,  release  lympho- 
kines,  and  attract  monocytes,  which  are  then 
activated  to  macrophages.  Activated  macroph- 
ages may  release  lysosomal  enzymes  with  re- 
sultant blood  vessel  wall  destruction,  or  they 
may  further  transform  into  epithelioid  cells  and 
participate  in  granuloma  formation.  Serious 
study  of  this  hypothesis  awaits  the  discovery  of 
an  animal  model. 

674 


CLINICAL  MANIFESTATIONS 

The  diagnosis  of  Wegener’s  is  made  on  both 
clinical  and  pathological  grounds.  The  disease  is 
rare;  it  affects  men  slightly  more  often  than 
women.  Patients  are  usually  middle-aged,  but 
there  have  been  documented  cases  in  patients 
from  ages  14  to  70.  Although  almost  any  organ 
may  be  affected  during  the  course  of  the  illness, 
the  upper  respiratory  tract  is  most  commonly 
involved  at  presentation.  WG  patients  may 
present  with  persistent  rhinorrhea,  nasal  sep- 
tal perforation,  saddle  nose  deformity,  chronic 
sinusitis,  nasal  obstruction  and  epistaxis,  or 
otitis  media.  Secondary  bacterial  infections  may 
also  be  present,  most  commonly  sinusitis  with 
iS.  aureus.  It  may  be  quite  difficult  to  discern 
whether  a patient  with  WG  in  remission  has 
developed  upper  respiratory  tract  symptoms 
because  of  resistance  to  therapy  with  recurrent 
Wegener’s  or  because  of  secondary  infection. 
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At  presentation,  clinical  symptoms  related 
to  pulmonary  involvement  are  unusual.  On 
occasion,  patients  may  complain  of  cough, 
hemoptysis,  dyspnea,  or  chest  pain.  In  spite  of 
the  paucity  of  pulmonary  symptoms  at  presen- 
tation, up  to  70  percent  of  patients  have  some 
evidence  of  pulmonary  disease  on  chest  x-ray. 
Approximately  11  percent  have  renal  involve- 
ment initially;  this  figure  increases  significantly 
during  the  course  of  the  illness. 

Figure  3 lists  the  organ  system  involvement 
in  a large  series  of  patients  with  WG  in  order  of 
frequency.®  In  the  lung,  multiple  nodular  infil- 
trates may  be  present  on  chest  x-ray,  with  or 
without  cavitation.  Endobronchial  obstruction, 
which  may  result  in  problems  such  as  those  seen 
in  today’s  patient,  may  also  be  caused  by  WG  of 
the  lung.  Twenty  percent  of  patients  with  pul- 
monary involvement  have  pleural  effusions; 
hilar  adenopathy  and  pulmonary  calcification 
are  rare. 


Renal  disease  occurs  in  85  percent  of  pa- 
tients at  some  point  during  the  course  of  the 
illness.  Extrarenal  manifestations  almost  al- 
ways precede  renal  involvement.  When  present, 
it  can  occur  rapidly,  over  days  to  weeks.  Clinical 
disease  may  be  minimal,  with  mild  urinary 
abnormalities,  or  fulminant,  with  rapidly  pro- 
gressive glomerulonephritis  on  biopsy. 

Joint  disease,  most  commonly  a symmetri- 
cal polyarticular  arthralgia,  is  present  in  two- 
thirds  of  patients.  In  up  to  30  percent,  a frank 
arthritis,  usually  involving  the  knee  or  ankle,  is 
present.  Joint  deformity  secondary  to  Wegener’s 
is  rare;  synovial  fluid  analysis  is  nonspecific. 
Eye  disease  is  present  at  some  time  in  over  50 
percent  of  patients  with  WG.  Conjunctivitis  is 
most  common;  granulomatous  uveitis,  optic 
nerve  vasculitis,  proptosis,  nasolacrimal  duct 
obstruction,  and  retinal  artery  occlusion  are 
other  optic  manifestations. 


Del  Med  Jrl,  November  1991-Vol.  63,  No.  11 


675 


Grand  Rounds  - Burge 


Org'an  System 

% 

Lung 

94 

Paranasal  sinuses 

91 

Kidney 

85 

Joints 

67 

Nose  or  nasopharynx 

64 

Ear 

61 

Eye 

58 

Skin 

45 

Nervous  system 

22 

Heart 

12 

Figure  3.  Organ 

system  involvement  in 

Wegener’s  granulomatosis®.  Reprinted  with 

permission. 

A wide  variety  of  skin  lesions  may  be  seen  in 
WG.  Cutaneous  vasculitis  may  be  present  but  is 
rarely  a dominant  feature  of  the  disease.  Biopsy 
is  usually  nonspecific;  occasionally,  granulo- 
matous vasculitis  is  present.  Mononeuritis  mul- 
tiplex is  the  most  common  nervous  system  mani- 
festation. Cardiac  disease  includes  pericarditis 
and  coronary  vasculitis.  Fever,  weight  loss,  and 
anorexia  are  also  frequently  part  of  the  syn- 
drome. 

PATHOLOGY 

The  classic  pathologic  triad  originally  described 
by  Wegener  includes  necrotizinggranulomatous 
vasculitis  involving  vessels  of  the  upper  and 
lower  respiratory  tracts,  glomerulonephritis, 
and  variable  degrees  of  disseminated  small- 
vessel  vasculitis  in  multiple  organs.^In  diagnos- 
tic biopsies  in  the  acute  phase,  fibrinoid  necrosis 
of  small  arteries  and  veins  is  present,  and  there 
is  an  influx  of  PMN  along  the  vessel  wall.  With 
evolution  of  the  lesions,  monocyte  infiltration 
occurs,  and  fibrinoid  necrosis  is  replaced  by 
fibrosis.  Multinucleated  giant  cells  and 
granulomata  must  also  be  present  to  make  the 
diagnosis  pathologically.  Renal  lesions  can  be 
highly  variable,  ranging  from  mild  focal  seg- 
mental glomerulonephritis  to  diffuse  crescentic 
necrotizing  glomerulonephritis.  Neither 
granulomata  nor  vasculitis  are  regularly  seen 
in  the  kidney;  it  is  thus  difficult  to  make  a 
definitive  diagnosis  of  Wegener’s  by  renal  bi- 
opsy alone.  Biopsy  of  the  upper  airways  are  not 
usually  diagnostic:  in  over  half,  acute  and  chronic 
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nonspecific  inflammation  and  necrosis  are  seen. 
It  is  rare  to  see  both  vasculitis  and  granulomata 
in  upper  airway  biopsies. 

Granulomata  and  small  vessel  vasculitis 
are  most  commonly  demonstrated  in  lung  tis- 
sue. Unfortunately,  transbronchial  biopsy  does 
not  usually  yield  enough  tissue  to  establish  the 
diagnosis.  Often,  open  lung  biopsy  with  mul- 
tiple biopsies  may  be  required  for  definitive 
diagnosis.  The  granulomata  of  Wegener’s  are 
frequently  similar  to  those  seen  with  mycobac- 
terial or  fungal  infections.  Thus,  cultures  should 
routinely  be  performed  looking  for  these  infec- 
tious agents. 

LABORATORY 

Other  than  antineutrophilic  cytoplasmic  anti- 
bodies, which  will  be  discussed  later,  laboratory 
tests  are  nonspecific.  The  erythrocyte  sedimen- 
tation rate  and  C-reactive  protein  levels  may  be 
elevated.  Leukocytosis  with  eosinophilia, 
thrombocytosis,  anemia,  and  hypergamma- 
globulinemia are  commonly  seen.  Fifty  percent 
of  patients  have  a positive  rheumatoid  factor. 

TREATMENT 

Because  of  the  wide  spectrum  of  the  disease, 
comparison  of  different  treatment  modalities 
has  been  difficult.  Before  the  advent  of  mean- 
ingful therapy,  mean  survival  in  untreated  pa- 
tients was  only  five  months;  18  percent  of 
untreated  patients  were  alive  one  year  after 
diagnosis,  10  percent  at  two  years.^  With  the  use 
of  steroids,  mean  survival  increased  to  12.5 
months.®  In  studies  using  cyclophosphamide 
(CY),  remission  can  be  induced  in  up  to  90 
percent  of  patients,  some  for  several  years. 
Even  though  the  patients  described  in  the 
untreated  groups  may  have  had  more  severe 
disease,  this  is  nevertheless  a dramatic  im- 
provement. 

The  NIH  has  had  an  ongoing  study  for  30 
years  using  CY  and  prednisone  to  treat  WG.®  At 
their  latest  interval  report,  in  21  years  of  expe- 
rience with  85  patients  using  CY  2 mg  per 
kilogram  per  day  and  prednisone  1 mg  per 
kilogram  per  day  with  taper  after  induction,  93 
percent  of  patients  were  able  to  be  induced  to  a 
complete  remission.  During  the  21-year  period, 
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only  7 percent  died  of  their  disease.  The  mean 
duration  of  remission  at  the  time  of  the  report 
was  four  years.  Over  a quarter  of  patients  were 
off  all  therapy  for  an  average  of  three  years. 
Azathioprine  was  initially  used  in  11  of  the  85 
patients.  In  10  of  the  11,  the  disease  did  not 
remit  with  azathioprine.  Thereafter,  CY  re- 
sulted in  complete  remission.  The  patient  who 
was  induced  by  azathioprine  was  also  on 
methotrexate  in  addition  to  prednisone.  In  the 
interval  between  administration  of  azathioprine 
and  CY,  several  patients  sustained  significant, 
sometimes  permanent,  organ  damage.  A num- 
ber of  patients  did  have  toxicity  from  CY,  and 
azathioprine  was  used  successfully  for  mainte- 
nance therapy  in  eight  out  of  nine  of  these 
patients. 

Toxicity  remains  a major  concern  with  CY. 
Only  one  patient  in  the  NIH  study  developed 
bacteremia  as  a result  of  leukopenia  from  CY. 
However,  hemorrhagic  cystitis  occurred  in  34 
percent  of  those  on  long-term  CY.  In  nine  pa- 
tients, CY  had  to  be  discontinued  because  of 
persistent,  severe  hemorrhagic  cystitis.  Although 
the  potential  for  development  of  malignancies  is 
a concern  in  patients  treated  with  CY,  in  their 
21-year  study,  only  one  patient  developed  a 
tumor,  a diffuse  histiocytic  lymphoma  diag- 
nosed in  the  ninth  year.  Gonadal  dysfunction 
and  hair  loss  were  also  seen. 

Because  of  these  toxicities,  alternative  thera- 
pies have  been  sought.  In  1985,  Dr.  DeRemee  of 
the  Mayo  Clinic  described  12  patients  with  WG 
who  demonstrated  variable  responses  to 
trimethoprim-sulfamethoxazole  (TMP-SMX).^^ 
Since  then,  anecdotal  benefit  has  been  reported 
in  multiple  patients.  However,  there  have  been 
no  controlled  studies  using  TMP-SMX  in  the 
treatment  of  WG.^®  Additionally,  some  physi- 
cians who  reported  initial  anecdotal  success 
have  described  relapse  after  a period  of  several 
months,  with  subsequent  need  for  immunosup- 
pressive agents. This  agent  may,  however,  be 
useful  in  patients  with  limited  disease,  or  after 
induction  with  CY.  It  may  also  be  useful  in  the 
7 percent  of  patients  who  cannot  be  induced  into 
remission  with  prednisone  and  CY. 

The  mechanism  by  which  TMP-SMX  is  ef- 
fective in  the  treatment  of  WG  is  unknown. 
Some  have  speculated  that  the  drug  works  by 
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combatting  infection  rather  than  true  exacerba- 
tions of  WG.  Others  feel  that  infection  may 
contribute  to  the  progression  of  disease;  per- 
haps TMP-SMX  prevents  infection  and  thereby 
controls  the  underlying  WG  as  well.  Finally, 
TMP-SMX  may  exert  a primary  immunosup- 
pressive effect  on  WG.^®'^® 

Trimethoprim  (TMP)  may  be  the  active  com- 
ponent in  WG.  In  isolated  case  reports,  sulfa- 
allergic  patients  have  responded  to  TMP.^^  In 
addition,  patients  in  relapse  have  responded  to 
increased  doses  of  TMP  alone. 

In  patients  with  lupus  nephritis,  therapy 
with  monthly  intravenous  bolus  CY  has  been 
shown  to  be  equally  as  efficacious  but  less  toxic 
than  oral  CY.^''  Intermittent  high-dose  IV  CY 
seems  to  be  effective  in  inducing  remissions  in 
patients  with  WG,  but  there  is  a higher  relapse 
rate.^®  Like  TMP-SMX,  it  may  be  useful  in 
patients  with  limited  disease  or  in  maintenance 
therapy. 

Preliminary  data  has  shown  that  patients 
with  renal  insufficiency  secondary  to  WG  may 
have  less  renal  loss  when  plasmapheresis  is 
used  in  addition  to  CY  and  prednisone.^® 

ANTINEUTROPHILIC  CYTOPLASMIC 
ANTIBODIES 

Serum  antibodies  to  extranuclear  components 
of  PMN  cells  and  monocytes  were  first  described 
by  Davies^®  in  the  early  1980s  in  patients  with 
necrotizing  glomerulonephritis.  Subsequently, 
in  1985  van  der  Woude  reported  their  associa- 
tion with  WG.®^  Since  then,  these  antibodies 
have  been  shown  to  be  serologic  markers  for  a 
variety  of  disorders,  including  WG,  microscopic 
polyarteritis  nodosa,  and  crescentic  glomerulo- 
nephritis.^^ 

Although  these  antibodies  also  react  with 
monocytes,  they  have  come  to  be  known  as 
antineutrophil  cytoplasmic  antibodies  (ANCA). 
When  indirect  immunofluorescence  of  ethanol- 
fixed  cells  is  used  to  detect  the  antibodies,  two 
general  patterns  of  ANCA  are  seen:  a cytoplas- 
mic pattern  (C-ANCA),  in  which  there  is  a fine 
granular  centrally  accentuated  fluorescence, 
and  a perinuclear  pattern  (P-ANCA),  in  which 
immunofluorescence  highlights  the  perinuclear 
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area.^  A serine  protease  known  as  proteinase  3, 
located  in  primary  granules  of  PMNs  and  mono- 
cytes, is  the  important  C-ANCA  antigen,  ac- 
counting for  70  to  95  percent  of  C-ANCA  activ- 
ity. Myeloperoxidase,  also  present  in  primary 
granules,  is  the  most  common  P-ANCA  antigen, 
although  the  P-ANCA  pattern  can  be  also  be 
caused  by  other  antigens,  including  human  leu- 
kocyte elastase,  lactoferrin,  and  cathepsin  G.^ 
The  method  of  fixation  prior  to  immunofluores- 
cence explains  the  presence  of  two  patterns: 
during  fixation  of  cells  with  absolute  ethanol, 
granule  membranes  are  disrupted,  and  posi- 
tively charged  proteins  migrate  to  the  nega- 
tively charged  nucleus,  producing  a perinuclear 
pattern.  If  fixation  is  done  in  formaldehyde, 
which  prevents  the  migration  of  proteins,  the 
two  patterns  are  identical. 

P-ANCA  are  found  in  patients  with 
necrotizing  glomerulonephritis  or  with  a vari- 
ety of  other  rheumatic  disorders,  including  rheu- 
matoid arthritis,  Sjogren’s  syndrome,  psoriatic 
arthritis,  and  systemic  lupus  erythematosus.^^ 
C-ANCA,  however,  has  been  reported  to  be  more 
specific  for  Wegener’s. 

What  are  the  sensitivity  and  specificity  of  C- 
ANCA  for  WG?  The  data  are  somewhat  vari- 
able, which  may  in  part  be  due  to  differences  in 
technique  when  measuring  ANCA  or  differ- 
ences in  interpretation  of  the  results.  Nolle,  in 
collaboration  with  DeRemee,  demonstrated  that 
the  sensitivity  of  C-ANCA  in  the  diagnosis  of 
Wegener’s  was  92  to  96  percent  in  patients  with 
active  generalized  disease.^®  In  patients  with 
generalized  disease  in  remission,  this  decreased 
to  41  percent.  C-ANCA  was  positive  in  two- 
thirds  of  patients  with  active  limited  disease 
and  in  one-third  with  limited  disease  in  remis- 
sion. Other  studies  have  confirmed  these  find- 
ings.In  Node’s  study,  the  presence  of  C- 
ANCA  was  sufficient  to  be  considered  positive. 
Other  studies  have  required  C-ANCA  titers  of 
1:40.  Wliat  titer  ofC-ANCA  should  be  defined  as 
positive  remains  unclear;  however,  it  is  impor- 
tant to  note  that  a repeatedly  negative  C-ANCA 
test  does  not  rule  out  the  diagnosis  of  WG. 

The  specificity  of  C-ANCA  for  Wegener’s 
has  been  reported  to  range  from  89  percent^® 
(Venning)  to  99  percent^^  (Nolle).  Node’s  study 
used  300  normal  controls  and  700  patients  with 
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various  unrelated  medical  conditions.  Of  these  j 
controls,  only  one  patient  with  chronic  bronchi-  . 
tis  and  vasomotor  rhinitis  was  C-ANCA  posi-  i 
tive.  In  200  patients  with  otherforms  ofvasculitis,  , 
very  few  were  C-ANCA  positive.  In  Venning’s  | 
control  group,  which  consisted  of  a much  higher 
percentage  of  patients  with  other  vasculitic  dis- 
orders, there  were  more  false  positives.  In  addi- 
tion to  Wegener’s,  C-ANCAhas  been  found  to  be  ! 
present  in  patients  with  idiopathic  necrotizing  , 
glomerulonephritis,  microscopic  polyarteritis 
nodosa,  polyangiitis  overlap,  and  Churg- 
Strauss.^^  | 

I 

Node’s  demonstration  of  the  correlation  be-  ! 
tween  the  presence  of  C-ANCA  and  the  activity  j 
of  the  disease  led  to  the  longitudinal  study  of  C- 
ANCA  in  patients  being  treated  for  Wegener’s. 

C- AN C A titers  have  been  confirmed  to  correlate 
with  disease  activity. A drop  in  titer  almost 
always  occurs  after  clinical  improvement.  Con- 
versely, patients  in  relapse  usually  have  a rise 
in  titer  prior  to  the  development  of  a clinical 
relapse.  C-ANCA  levels  may  rise  nine  to  106 
days  prior  to  the  exacerbation  of  disease.  Of 
note,  C-ANCA  titers  do  not  increase  with  infec- 
tion, making  this  a useful  test  in  distinguishing 
between  the  two. 

A preliminary  study  from  the  Netherlands 
has  yielded  some  encouraging  results  with  re- 
spect to  the  use  of  C-ANCA  titers  in  the  treat- 
ment of  Wegener’s.®”  A group  of  patients  with 
WG  in  remission  after  treatment  with  oral  CY 
and  prednisone  were  tapered  off  medications  at 
regularly  scheduled  intervals.  Twenty  patients 
had  an  increase  in  C-ANCA  titers  of  four-fold  or 
gi'eater  during  taper.  Nine  of  these  20  were 
randomized  to  treatment  based  upon  titer  in- 
crease alone,  and  the  remaining  11  were  treated 
only  when  clinical  relapse  occurred.  In  the  group 
treated  on  the  basis  of  rising  titers  alone,  there 
were  no  clinical  relapses,  whereas  in  those  ob- 
served clinically,  six  of  11  relapsed  within  three 
months,  and  two  more  relapsed  shortly  thereaf- 
ter. The  cumulative  dose  of  CY  and  prednisone 
was  less  in  the  group  treated  solely  on  the  basis 
of  titer,  suggesting  that  empiric  treatment  based 
upon  a rise  in  C-ANCA  titer  may  be  a promising 
therapy. 

Whether  ANCA  are  involved  in  the  patho- 
genesis of  the  systemic  vasculitides  in  which 
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they  are  present  is  unclear.  In  vitro  data  sup- 
ports this  concept,  but  until  an  in  vivo  model  of 
ANCA-associated  disease  is  developed,  the  ex- 
act relationship  of  ANCA  to  the  pathogenesis  of 
these  disorders  cannot  be  established.^^ 

QUESTIONS 

A physician:  Is  the  proptosis  of  WG  associated 
with  retroocular  granulomata  only,  or  can  you 
see  extraocular  muscle  involvement? 

Dr.  Burge:  Most  are  from  retroocular 
granulomata.  WG  can  affect  skeletal  muscle  as 
well.  Thus  extraocular  muscle  involvement  is 
possible. 

A physician:  Would  that  look  like  Grave’s 
disease  on  MRI? 

Dr.  Burge:  That’s  a good  question  which  I can’t 
answer. 

A physician:  Since  an  invasive  procedure  is 
often  required  for  pathologic  diagnosis,  can  these 
patients  be  empirically  treated  based  upon  the 
clinical  picture  and  the  presence  of  C-ANCA? 

Dr.  Burge:  There  are  some  rheumatologists 
who  are  starting  to  suggest  this  approach.  How- 
ever, I am  uncomfortable  using  long-term  cyto- 
toxic agents  and  prednisone,  with  all  of  their 
potential  toxicities,  without  a tissue  diagnosis. 
Our  understanding  of  vasculitis  is  rapidly  chang- 
ing, however.  In  the  future  we  may  not  be 
talking  about  WG  or  polyarteritis  nodosa,  we 
may  be  talking  about  proteinase  3-  or 
myeloperoxidase-related  disease. 

A physician:  I recently  had  the  opportunity  to 
hear  an  NIH  update  on  how  the  patients  you 
described  are  doing  now.  One  of  the  things  they 
mentioned  was  that  patients  with  WG  in  com- 
plete remission  with  CY  often  relapse  later  on 
but  will  respond  when  CY  is  reinstituted.  They 
are  beginning  to  look  at  WG  as  a disease  that 
continues  and  requires  ongoing  monitoring. 
They  are  seeing  long-term  CY  side  effects,  par- 
ticularly in  the  bladder.  They  even  had  one 
patient  who  bled  to  death  from  hemorrhagic 
cystitis  while  off  CY.  They  have  actually  switched 
to  using  methotrexate  as  their  first  line  treat- 
ment now,  and  they  will  be  publishing  their 
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data  on  this  soon.  They  claim  that  their  results 
are  as  good  with  MTX  as  with  CY,  without  the 
complications  of  CY. 

A physician:  How  often  are  lobectomies  re- 
quired in  order  to  make  the  diagnosis  of 
Wegener’s  pathologically  on  lung  biopsy?  What 
about  trying  biopsy  of  the  nasopharynx  or  upper 
airway  before  proceeding  to  a more  invasive 
procedure?  With  otitis  and  sinusitis,  these  might 
have  been  positive. 

Dr.  Bacon:  The  physicians  who  referred  her 
had  already  performed  less  invasive  procedures, 
such  as  bronchoscopy  and  myringotomy  which 
were  nondiagnostic.  They  should  be  congratu- 
lated for  drawing  ANCA  levels  prior  to  sending 
her  here.  She  essentially  came  with  her  clinical 
diagnosis.  The  discussion  centered  on  how  to 
make  the  diagnosis  pathologically  and  on  man- 
agement of  the  obstructive  process  in  the  lung. 
ENT,  pulmonary,  and  thoracic  surgery  were  all 
involved  in  the  decision-making  process.  ENT 
attempted  biopsies  in  the  OR  of  the  nasophar- 
ynx as  well  as  an  external  biopsy  through  her 
right  ear.  The  issue  of  lobectomy  was  exten- 
sively discussed.  As  you  could  see  from  the 
specimen  reviewed,  it’s  not  a simple  pneumo- 
nia, but  a “socked  in”  lung  with  a 5 cm  mass.  I 
feel  that  the  surgeon  was  conservative  consider- 
ing what  was  going  on  in  the  lung. 

A physician:  Is  there  any  follow-up  on  the 
patient? 

Dr.  Bacon:  The  patient  has  done  quite  well 
clinically.  Two  months  after  hospitalization, 
positive  cultures  for  Mycobacterium  tuberculo- 
sis were  reported  from  her  lung  biopsy  speci- 
mens. Since  her  boyfriend  was  known  to  be  PPD 
positive,  and  since  she  was  anergic  and  on 
immunosuppressive  therapy,  she  definitely 
needed  treatment.  However,  because  of  her 
dramatic  response  to  cyclophosphamide  and 
prednisone,  and  because  of  the  clinical  and 
pathologic  features  of  her  illness,  there  is  no 
question  that  she  has  Wegener’s  granulomatosis. 
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SCIENTIFIC  ARTICLE 

The  Differential  Diagnosis  of  Erythema  Nodosum 

John  H.  O’Neill,  Jr.,  D.O. 


Abstract 

Erythema  nodosum  is  an  uncommonly  seen 
skin  eruption  which  may  be  a marker  of  underly- 
ing systemic  or  infectious  disease.  It  may  also  oc- 
cur as  a reaction  to  a variety  of  medications.  The 
diagnosis  of  erythema  nodosum  should  prompt  a 
thorough  investigation  of  possible  causes  or 
associated  conditions  which  may  be  treatable. 
This  paper  presents  a case  of  erythema  nodosum 
and  reviews  the  differential  diagnosis  of  its 
causes  and  of  similar  appearing  skin  lesions. 

Introduction 

Erythema  nodosum  appears  as  tender, 
erythematous,  subcutaneous  nodules,  usually 
limited  to  the  anterolateral  surfaces  of  the  lower 
legs.  The  syndrome,  first  described  by  Willan^  in 
1808,  has  recently  been  reviewed  by  several 
authors. It  is  classified  as  a reactive 
erythema,^  and  has  been  associated  with  a 
broad  range  of  infections,  systemic  illnesses  and 
drug  reactions.  The  pathophysiology  of  erythema 
nodosum  has  not  yet  been  proven,  but  most 
authorities  feel  that  the  eruption  has  its  basis  in 
an  immunologic  reaction  to  one  or  more  cir- 
culating antigens.®’®  In  at  least  20-30  percent  of 
patients,  no  inciting  cause  can  be  found. 

Our  medical  consultation  service  was  recently 
asked  to  evaluate  a patient  whose  lesions  of 
erythema  nodosum  were  first  thought  to  be  infec- 
tious and  whose  medical  history  illustrates  the 
difficulty  of  assigning  the  most  likely  cause  of 
erythema  nodosum  in  a particular  patient. 

Dr.  O’Neill  practices  internal  medicine  in  Glasgow,  Delaware.  He  maintains 
active  staff  privileges  in  the  Departments  of  Medicine  of  the  Medical  Center  of 
Delaware  and  the  Union  Hospital  of  Cecil  County.  Elkton,  Maryland. 


Case  Report 

A 61 -year-old  white  woman  was  admitted  with 
a chief  complaint  of  “leg  pains  and  fever.”  She  was 
well  until  approximately  three  weeks  prior  to  ad- 
mission, when  she  noted  the  development  of  fever 
(not  measured),  chills  and  sweating,  nasal  and 
sinus  congestion,  sore  throat,  posterior  cervical 
lymph  node  tenderness  and  malaise  over  a three- 
day  period.  Other  symptoms  included  a non- 
productive cough,  mild  exertional  dyspnea  and 
loose  brown  bowel  movements,  approximately 
three  or  four  per  day.  Her  symptoms  subsided 
after  approximately  one  week  ■with  rest,  increased 
clear  liquid  intake,  promethazine  syrup  and 
acetaminophen.  Five  days  prior  to  admission  she 
noted  the  development  of  a tender,  erythematous, 
raised  lesion  on  the  lateral  aspect  of  her  left 
ankle,  associated  with  the  return  of  a low-grade 
fever.  Over  the  next  72  hours,  several  similar 
lesions  were  noted  to  develop  on  both  lower 
extremities  in  association  with  generalized 
arthralgias,  particularly  of  the  ankles  and  knees. 
She  presented  to  the  emergency  room  when  it 
became  painful  for  her  to  walk. 

She  denied  a recent  history  of  severe  headache, 
abdominal  pain  or  hematochezia. 

The  past  medical  history  was  significant  for  a 
generalized  seizure  disorder  since  1953,  subse- 
quent to  head  trauma  in  childhood.  She  had  been 
taking  phenytoin  and  phenobarbital  until  one 
month  prior  to  admission,  when  carbamazepine 
(200  mg  twice  daily)  was  added  because  of  an  in- 
creased frequency  of  seizures.  She  had  suffered  an 
average  of  two  seizures  per  week  despite 
escalating  doses  of  her  anticonvulsants  for  two 
months  previously. 
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Figure  1.  Anterior  lower  extremity  lesions  of 
erythema  nodosum  in  a 61-year-old  woman. 


The  past  surgical  history  included  a total  ab- 
dominal hysterectomy  with  bilateral  salpingo- 
oophorectomy  for  endometrial  cancer  21  years 
prior  to  admission.  There  was  a history  of  allergy 
to  penicillin. 

Medications  on  admission  included  phenytoin, 
300  mg  every  morning  and  200  mg  in  the  even- 
ing; phenobarbital,  30  mg  three  times  daily;  car- 
bamazepine,  200  mg  twice  daily;  and  ibuprofen, 
400  mg  every  six  hours,  as  needed  for  pain.  Her 
compliance  with  medications  was  in  question. 

The  patient  denied  ethanol  use  and  had  smoked 
cigarettes  infrequently  during  her  adulthood. 
She  had  kept  two  singing  canaries,  a parakeet 
and  a cockateel  as  pets  for  several  years. 
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The  physical  examination  demonstrated  a i 
61-year-old,  obese  white  woman,  height  5 feet,  2 i 
inches,  weight  218  lbs.  The  temperature  was  38.2  ■ 

(C),  blood  pressure  150/90,  pulse  108,  respirations  ; 
18.  Exam  of  the  skin  and  lower  extremities  was  I 
significant  for  the  presence  of  multiple,  broad- 
based,  slightly  raised,  tender  and  erythematous 
lesions  (Figure  1),  mostly  below  the  knees.  The 
remainder  of  the  examination  was  unremarkable. 


Initial  laboratory  data  included  the  following 
abnormalities:  white  blood  cells  14,000/nL  with 
differential  of  85  percent  polymorphonuclear 
leukocytes,  9 percent  lymphocytes,  4 percent 
atypical  lymphocytes  and  2 percent  monocytes; 
erythrocyte  sedimentation  rate  65  mm/hr;  i 
alkaline  phosphatase  144  lU/L  (normals  30-125  ' 

lU/L);  ALT  74  lU/L,  AST  44  lU/L;  lactate  i 
dehydrogenase  251  lU/L  (normals  100-190  lU/L). 
The  hemoglobin,  hematocrit,  platelet  count,  elec- 
trolytes, BUN,  total  protein,  calcium,  total 
bilirubin,  prothrombin  time  and  urinalysis  were 
normal.  A chest  x-ray  demonstrated  only  aortic 
tortuosity  and  degenerative  changes  in  the 
thoracic  spine. 

The  patient  was  admitted  to  the  surgery  ser- 
vice with  a diagnosis  of  cellulitis  of  the  lower  ex- 
tremities. A gram  stain  of  a needle  aspirate  from 
one  of  the  lesions  was  negative.  Blood  cultures 
were  obtained  and  ceftriaxone  was  administered. 
Medical  consultation  was  requested. 

Antibiotics  were  discontinued,  and  in- 
domethacin  (50  mg,  three  times  daily)  was  given 
with  moderate  symptomatic  improvement.  An  in- 
tradermal  intermediate  strength  P.P.D.  showed 
2 to  3 mm  induration  at  72  hours.  An  R.P.R.  was 
nonreactive.  The  antistreptolysin  0 titre  was  10 
Todd  units  (normal  0-150)  and  anti-DNA-ase  B 
was  less  than  1:60  (normal).  A throat  culture 
grew  normal  flora.  Acute  hepatitis  serologies  and 
hepatitis  B surface  antigen  were  negative.  Stool 
cultures,  as  well  as  antibodies  to  Histoplasma, 
Blastomyces  and  Coccidioides  (by  immunodiffu- 
sion), were  negative.  A Doppler  ultrasound 
examination  of  the  femoral  and  popliteal  veins 
failed  to  demonstrate  evidence  of  deep  venous 
thrombosis. 
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Biopsy  of  a representative  lesion  demonstrated 
findings  of  a septal  panniculitis,  consistent  with 
erythema  nodosum  (Figure  2).  There  was  no 
evidence  of  vasculitis. 

The  patient’s  fever  and  constitutional  symp- 
j toms  resolved  over  48  hours.  The  leg  lesions 
remained  tender.  Colchicine  (0.6  mg  orally,  three 
times  daily)  was  started  prior  to  discharge  and 
continued  for  seven  days  in  conjunction  with  in- 
domethacin.  Symptomatic  improvement  was 
gi'adual,  however,  with  complete  resolution  of  the 
tender  nodules  within  eight  weeks  of  discharge. 
Carbamazepine  was  discontinued  during  her 
hospital  stay.  The  patient  remained  seizure-free 
on  higher  doses  of  phenytoin  and  phenobarbital. 
Comparison  of  acute  and  convalescent  serologies 
to  cytomegalovirus.  Toxoplasma  and  Chlamydia 
psittaci  failed  to  support  recent  infection  with 
these  agents.  At  six  months  of  follow-up,  the  pa- 
tient has  had  no  recurrence  of  erythema 
nodosum. 

Discussion 

Eiythema  nodosum  is  an  inflammatoiy  eruption 
consisting  of  multiple  rounded,  centrally  raised, 
tender  and  erythematous  skin  lesions,  usually 
noted  in  a symmetric  distribution  on  the 
anterolateral  surfaces  of  the  lower  legs.  The  le- 
sions may  be  seen  less  commonly  on  the  thighs, 
upper  extremities  and  face.  They  are  warm  to 
touch  and  may  vary  in  size  from  1 to  15  cm  in 
diameter.^ 

They  do  not  crust,  ulcerate  or  scar;  however,  a 
“bruised”  appearance  is  common,  beginning  in 
the  second  week  of  the  eruption.^  Classically, 
erythema  nodosum  develops  acutely  over  a period 
of  one  to  two  days,  peaks  in  severity  within  two 
weeks,  and  gi’adually  resolves  over  a total  of  three 
to  six  weeks,  although  residual  “bruising”  may 
persist  for  months.^’^  Scaling  of  the  overlying 
epidermis  frequently  occurs.  Symptoms  of  fever, 
malaise  and  arthralgias  may  precede  or  accom- 
pany the  development  of  erythema  nodosum. 
Other  symptoms  and  signs,  when  present,  may 
be  indicative  of  an  underlying  disease  process 
with  which  erythema  nodosum  is  associated.  The 
development  of  erythema  nodosum,  however,  may 
herald  the  onset  of  an  underlying  and  otherwise 
asymptomatic  disease,  particularly  sarcoidosis.® 
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Women  are  more  commonly  affected  than  men, 
typically  in  young  adulthood. 

Light  microscopic  examination  of  tissue  obtained 
from  the  lesions  of  erythema  nodosum 
demonstrates  findings  consistent  with  a septal 
panniculitis.®  The  subcutaneous  tissue  is 
primarily  involved,  with  early  findings  of  septal 
and  perivascular  infiltration  of  polymor- 
phonuclear leukocytes.  Subsequently,  there  is 
predominance  of  a lympho-histiocytic  infiltrate 
at  the  periphery  of  the  fat  lobules,  with 
associated  multi-nucleated  giant  cell  forma- 
tion.® There  is  no  evidence  of  fat  necrosis  or 
vasculitis.  Granuloma  formation  is  uncommon, 
except  in  the  case  of  chronic  erythema 
nodosum.®  Vascular  swelling  and  edema  are  pres- 
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ent,  with  involvement  of  the  small  and  medium- 
sized veins.  Endothelial  proliferation  and  intimal 
thickening  characterize  the  vessel  involvement 
with  infrequent  microthrombosis  and  hemor- 
rhage.® Deposition  of  IgG,  IgM  and  C3  in  the 
vessel  walls  is  occasionally  demonstrated  by 
direct  immunofluorescence  studies.® 

Laboratory  features  of  erythema  nodosum  are 
nonspecific.  These  may  include  mild  to  moderate 
leukocytosis  with  a left  shift,  moderate  elevation 
of  the  erythrocyte  sedimentation  rate,  and  a mild 
anemia.®  Otherwise,  laboratory  and  x-ray  abnor- 
malities seen  are  those  associated  with  an 
underlying  disease  process  or  drug  reaction. 

In  the  late  19th  century,  erythema  nodosum 
was  most  frequently  ascribed  to  “rheumatism.”® 
From  the  turn  of  the  century  until  about  1940, 
tuberculosis  was  the  most  frequently  reported 
association,  giving  way  to  Lofgren’s  syndrome® 
(i.e.,  sarcoidosis)  and  streptococcal  infections  in 
the  1950s.®  Today,  beta-hemolytic  streptococcal 
infections,  drug  reactions  (especially  oral  con- 
traceptives,^® sulfonamides  and  bromides®,  and 
sarcoidosis  are  among  the  most  common  associa- 
tions seen  with  erythema  nodosum  in  North 
America.  Less  commonly  noted  are  tuberculosis, 
inflammatory  bowel  disease,  and  in  endemic 
regions,  histoplasmosis,  blastomycosis,  coc- 
cidiodomycosis  and  psittacosis.®  ® In  Em’ope,  human 
yersiniosis”  has  been  reported  commonly  in 
association  with  erythema  nodosum.  Thble  1 lists 
the  more  commonly  reported  diseases  that  are  felt 
to  cause  or  be  associated  with  erythema  nodosum. 

In  our  patient,  the  development  of  erythema 
nodosum  was  temporally  related  to  the  ad- 
ministration of  carbamazepine.  The  Physician’s 
Desk  Reference^^  lists  erythema  nodosum  as  a 
reported  adverse  reaction  to  carbamazepine; 
however,  we  could  find  no  reports  of  this  in  an  ex- 
tensive literature  search.  The  CIBA-GEIGY  Cor- 
poration, which  markets  a carbamazepine 
preparation,  has  record  of  four  case  reports  of 
erythema  nodosum  seen  in  association  with  this 
medication.^®  None  of  these  cases  have  been 
published.  Other  reported  skin  reactions  to  car- 
bamazepine have  included  urticaria,  Stevens- 
Johnson  syndrome,  erythema  multiform,  toxic 
epidermal  necrolysis,  drug-induced  lupus 
erythematosis,  lichen  planus-like  reaction,  ex- 
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Sarcoidosis 

Mycobacterial 

Inflammatory  Bowel 

Tuberculosis 

Disease 

Leprosy 

Pregnancy 

Atypical 

Behcet  Syndrome 

Chlamydia 

Reiter  Syndrome 

Psittacosis 

Polyarteritis  Nodosa 

Lymphogranuloma 

Neoplasms 

Venereum 

Hodgkin’s  Disease 

Urethritis 

Acute  Myelogenous 

Fungal 

Leukemia 

Histoplasmosis 

Idiopathic 

Blastomycosis 

Infectious  Diseases 

Coccidioidomycosis 

Bacterial 

Dermatophytosis 

Streptococcal 

Sporotrichosis 

Yersiniosis 

Toxoplasmosis 

Campylobacter 

Hookworm 

Salmonellosis 

Viral 

Shigellosis 

Cytomegalovirus 

Syphilis 

Epstein-Barr  Virus 

Leptospirosis 

Herpes  Simplex  Virus 

Chancroid 

Hepatitis 

Brucellosis 

Tularemia 

Cat  Scratch  Disease 

Meningococcal 

Diphtheria 

Milker’s  Nodule 

Table  1.  Diseases  and  conditions  that  may  cause 
erythema  nodosum.®  ® ® 

foliative  dermatitis,  bullous  eruptions,  purpura, 
eczema,  and  most  commonly,  a nonspecific 
maculo-papular  rash  that  is  often  pruritic. 
Aplastic  anemia  has  followed  the  development  of 
rash  associated  with  carbamazepine  therapy.^® 
It  is  recommended  that  carbamazepine  be  discon- 
tinued immediately  when  a new  rash  develops  in 
association  with  its  use.^®  In  order  to  prove  that 
our  patient’s  skin  eruption  was  “caused”  by  car- 
bamazepine, oral  readministration  of  the  drug, 
with  subsequent  redevelopment  of  erythema 
nodosum,  would  be  necessary.  Because  of  patient 
discomfort,  potentially  hazai'dous  reactions,  and 
the  cost  involved  in  hospitalization  and  treatment, 
this  would  be  unethical.  Nevertheless,  it  is  plausi- 
ble to  suggest  that  er5rthema  nodosum  was  a con- 
sequence of  carbamazepine  therapy  in  this  case. 
Thble  2 provides  examples  of  some  other  medica- 
tions reported  to  cause  erythema  nodosum. 
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Oral  Contraceptives 
Estrogens 
Sulfonamides 
Bromides 
Iodides 
Penicillin 
Ti'imethoprim 
Nitrofurantoin 
Phenacetin 
Salicylates 
Carbamazepine 
Aminopyrine 
Vaccination 

Table  2.  Medications  that  may  cause 
erythema  nodosum. 


Chronic  Erythema  Nodosum 
Erythema  Nodosum  Migrans 
Erythema  Nodosum  Leprosum 
Nodular  Vasculitis  (Erythema  Induratum) 
Cutaneous  Polyarteritis  Nodosa 
Weber-Christian  Disease 
Pancreatic  Fat  Necrosis 
Lupus  Panniculitis 
Darier-Roussy  Sarcoidosis 
Lymphocytic  Lymphoma 
Giant  Cell  Arteritis 

Superficial  Migratory  Thrombophlebitis 
Cellulitis 

Table  3.  Erythema  nodosum-like  lesions  dif- 
ferential diagnosis.^'^’^'^ 


Differential  Diagnosis  of  Lesions  Which  Resemble 
Erythema  Nodosum 

Clinical  variants  of  erythema  nodosum  and  other 
distinct  pathologic  entities  may  have  a similar 
appearance  to  the  lesions  of  erythema  nodosum. 
Table  3 lists  examples  of  the  disorders  that  should 
be  considered  when  one  encounters  a patient 
with  an  eruption  suggestive  of  erythema 
nodosum. 

Chronic  erythema  nodosum^®  is  the  per- 
sistence of  typical  lesions  of  erythema  nodosum 
for  several  months  to  years,  often  without  an 
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identifiable  cause.  Recurrent  erythema  nodosum 
may  occur  when  a patient  is  rechallenged  with 
a previously  inciting  drug  (e.g.,  oral  contracep- 
tives, antibiotic),  when  subsequent  pregnancies 
develop,^’  or  when  there  is  a flare  of  an  underly- 
ing condition  such  as  inflammatory  bowel 
disease,  sarcoidosis,  or  Hodgkin’s  disease.^^'^'* 

Erythema  nodosum  migrans,^®  otherwise 
known  as  subacute  nodular  migratory  pan- 
niculitis,^® is  an  uncommon  variant  of  erythema 
nodosum  in  which  the  lesions  are  often  unilateral 
and  few  in  number.  The  course  is  generally  in 
terms  of  months,  as  new  lesions  form  at  the 
periphery  of  older  ones. 

Erythema  nodosum  leprosum^^  is  an  eruption 
of  the  thighs,  forearms,  face  and  trunk,  seen  in 
patients  with  established  leprosy,  even  following 
the  initiation  of  sulfone  therapy.  Lesions  are  rare- 
ly noted  on  the  shins.  The  nodules  tend  to  occur 
in  crops  and  eventually  fade,  leaving 
hypermelanotic  pigmentation,  sometimes  with 
ulceration.  The  histopathology  is  that  of  a diffuse 
panniculitis  with  arteriolar  vasculitis,  quite 
unlike  that  of  classic  erythema  nodosum. 

Nodular  vasculitis^®  is  an  eruption  resembling 
that  of  erythema  nodosum  which  is  usually 
idiopathic  and  tends  to  involve  the  calves.  This 
disease  is  more  common  in  women,  tends  to  be 
recurrent,  and  can  be  precipitated  by  cold 
weather.  When  associated  with  tuberculosis,  this 
condition  has  been  described  as  erythema  in- 
duratum, or  Brazin’s  disease.^®  Pathologically, 
this  is  a lobular  panniculitis  with  associated 
vasculitis  of  the  large  venules  and  arterioles. 
Caseating  gi’anulomas  with  giant  cell  reaction 
can  be  seen. 

Cutaneous  polyarteritis  nodosa®®  is  a necrotiz- 
ing vasculitis  of  the  small  and  medium-sized 
arteries  at  the  border  of  the  dermis  and  sub- 
cutaneous fat.  Crops  of  tender,  erythematous, 
subcutaneous  nodules  are  seen,  usually  on  the 
lower  extremities,  surrounded  by  a halo  of  pur- 
pura or  livedo  reticularis.  Ulceration  may  occur. 
Constitutional  symptoms  are  common,  including 
fever,  myalgia  and  arthralgia.  The  viscera  are 
spared,  unlike  in  systemic  polyarteritis  nodosa. 
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Weber-Christian  disease®^  is  an  idiopathic 
lobular  panniculitis  with  systemic  involvement. 
Clinically,  one  sees  crops  of  tender  erythematous 
nodules,  usually  on  the  lower  extremities,  which 
may  ulcerate  and  ultimately  form  depressed 
scars.  Constitutional  symptoms,  as  well  as 
abdominal  pain,  vomiting  and  steatorrhea  may 
occur.  Bone  marrow  involvement  may  result  in 
various  cytopenias.  Other  viscera  may  be 
involved  as  well. 

“Pancreatic  fat  necrosis”®^  is  a lobular  pan- 
niculitis which  has  been  noted  in  association 
with  pancreatic  disease,  notably  ethanol-related 
pancreatitis  and  acinar  cell  carcinoma  of  the  pan- 
creas. There  is  a male  predominance  with  both 
diseases.  Clinically,  crops  of  tender  and 
erythematous  nodules  are  seen  in  proximity  to 
the  joints  of  the  lower  extremities.  Arthritis  and 
polyserositis  are  frequently  seen  in  association 
with  this  syndrome,  which  may  be  caused  by  a 
remote  effect  of  circulating  pancreatic  enzymes. 

Lupus  panniculitis,^^  also  known  as  lupus  pro- 
fundus, is  a subcutaneous  eruption  of 
erythematous  nodules  and  plaques,  usually  seen 
on  the  face  and  arms  (as  well  as  other  sites)  in  ap- 
proximately two  percent  of  patients  with 
systemic  lupus  erythematosis.^'^  These  lesions 
are  often  persistent  and  may  form  ulcerations 
and  subsequent  scarring.  Pathologically,  this  is 
a lobular  panniculitis  which  may  be  associated 
with  vasculitis.  A positive  lupus  band  test  can  fre- 
quently be  demonstrated  in  the  skin  overlying 
the  nodules. 

Darier-Roussy  sarcoidosis^®  is  an  eruption  of 
subcutaneous  nodules  of  the  trunk  and  ex- 
tremities which  is  pathologically  distinct  from 
the  reactive  erythema  nodosum  seen  in  sar- 
coidosis. This  is  a lobular  panniculitis  which  can 
be  associated  with  noncaseating  granulomas. 
Calcification  of  these  lesions  may  occur  on  a 
chronic  basis. 

Superficial  migratory  thrombophlebitis®®  is  a 
septal  panniculitis  that  may  be  seen  in  associa- 
tion with  underlying  cancer  (particularly  pan- 
creatic and  lung  cancers)  as  well  as  other 
disorders  (e.g.,  Hodgkin’s  disease,  Behcet’s  syn- 
drome, rickettsial  infection  and  myeloma).® 
These  erythematous  subcutaneous  nodules  are 
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frequently  arranged  in  a linear  fashion  on  the 
lower  extremities. 

Recent  reports  have  noted  erythema  nodosum- 
like  lesions  which,  on  biopsy,  turned  out  to  be  ' 
primary  skin  lesions  of  lymphocytic  lymphoma®^ 
and  giant  cell  arteritis.®®  In  addition,  bacterial 
cellulitis  as  well  as  other  primary  skin  infections 
should  be  considered  in  the  differential  diagnosis 
of  tender  erythematous  nodules  involving  the 
lower  extremities. 

Diagnosis  and  Treatment 

The  individual  who  develops  lesions  suggestive 
of  erythema  nodosum  should  undergo  a thorough 
evaluation  in  an  attempt  to  determine  an 
underlying  disorder  or  cause.  The  history  should 
include  questioning  with  regard  to  the  presence 
of  constitutional  symptoms,  sore  throat,  cough, 
dyspnea,  weight  loss,  night  sweats,  abdominal  pain, 
diarrhea,  hematochezia,  and  the  presence  of  other 
skin  lesions.®®  A detailed  medication  history  is 
crucial.  History  of  travel,  animal  or  fowl  exposure, 
and  sexual  practices  should  also  be  explored.  A 
meticulous  physical  exam  may  identify  signs  of 
systemic  disease,  such  as  fever,  lymphadenopathy, 
other  rashes,  or  hepato/splenomegally. 

Laboratory  investigation  should  include  the 
following:®  complete  blood  count,  erythrocyte 
sedimentation  rate,  antistreptolysin  O titre,  anti- 
DNAse  B titre,  rapid  plasma  reagin,  liver  func- 
tion tests,  hepatitis  serologies,  throat  culture, 
chest  roentgenogram,  PPD,  anergy  panel  and 
stool  cultures.  If  the  patient  is  from  an  endemic 
area  or  if  the  illness  is  suggestive,  serologic 
studies  should  be  performed  to  exclude 
histoplasmosis,  blastomycosis,  coccidioidomycosis 
or  psittacosis.  Heterophile  agglutinins  and/or 
cytomegalovirus  serologies  may  be  helpful  if  the 
history  is  suggestive. 

An  excisional  skin  biopsy  that  samples  the  sub- 
cutaneous fat  tissue  should  be  performed  when 
and  if  any  doubt  exists  as  to  the  pathologic  natiire 
of  the  skin  nodule.  A punch  biopsy  is  inadequate 
for  this  purpose.^ 
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Initial  therapy  of  erythema  nodosum  should 
aim  to  minimize  the  patient’s  discomfort  and  con- 
stitutional symptoms.  Bed  rest,  in  addition  to 
nonsteroidal  anti-inflammatory  agents'*®"’^ 
usually  leads  to  resolution  of  pain  within  several 
days.  Some  authors  suggest  the  use  of  potassium 
iodide  in  a dose  of  300  to  900  mg  daily, 
despite  its  having  been  implicated  as  a cause  of 
erythema  nodosum.  Potassium  iodide  has  been 
effective  in  rapidly  relieving  symptoms  in  pa- 
tients who  have  been  refractory  to  treatment 
with  nonsteroidal  anti-inflammatory  drugs.**”*  Of 
interest  are  anecdotal  reports  of  striking 
therapeutic  responses  to  oral  colchicine  therapy 
(0.2  mg  per  day)  with  regi’ession  of  both  symp- 
toms and  lesions  within  72  hours.**®’”*®  Notably, 
our  patient  appeared  not  to  have  a significant 
response  to  colchicine  therapy.  Underlying 
infection  should  be  treated  with  appropriate 
antimicrobial  therapy,  if  available.  Potential 
offending  medications  should  be  discontinued. 
Systemic  corticosteroid  therapy  should  be 
reserved  for  cases  in  which  an  indication  exists 
for  the  treatment  of  an  underlying  disorder,  such 
as  sarcoidosis  or  inflammatory  bowel  disease. 
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SPECIAL  REPORT 


Influenza  Immunization  Recommendations  for  Delaware 

John  Reinhardt,  M.D. 


Introduction 

The  Delaware  Influenza  Immunization  Coali- 
tion, co-anchored  by  the  American  Lung  Associa- 
tion^ of  Delaware  and  the  Delaware  Division  of 
Public  Health,  was  formed  in  1990.  Members  of 
the  Coalition  include  physicians,  nurses,  and 
representatives  of  various  health  care  agencies, 
including  Delaware  hospitals  and  nursing 
homes.  The  Coalition’s  goals  are  to  educate  the 
medical  community  and  the  general  public  about 
the  efficacy  of  influenza  vaccine  and  the  need  for 
it,  to  identify  those  persons  at  risk  for  complica- 
tions, and  to  vaccinate  as  many  of  those  persons 
as  possible. 

The  Delaware  Influenza  Immunization  Coali- 
tion is  one  of  nine  pilot  projects  in  the  United 
States  selected  by  the  Center  for  Disease  Control 
and  the  American  Lung  Association’s  national 
office.  Each  pilot  has  a similar  goal  of  increasing 
immunization  of  high-risk  individuals  and 
persons  likely  to  transmit  the  virus  to  those 
individuals. 

The  Influenza  Virus 

Influenza  A viruses  are  classified  into  subtypes 
based  on  two  surface  antigens:  hemagglutinin(H) 
and  neuraminidase(N).  Three  subtypes  of  hemag- 
glutinin (HI,  H2,  H3)  and  two  subtypes  of 
neuraminidase  (Nl,  N2)  are  recognized  to  have 

Dr.  Reinhardt  is  the  Assistant  Chief  of  the  Department  of  Medicine  at  the  Medical 
Center  of  Delaware. 
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caused  widespread  human  disease.  Immunity  to 
these  antigens,  particularly  the  hemagglutinin, 
reduces  the  likelihood  of  infection  and  lessens  the 
severity  of  disease  if  infection  occurs.  Infection 
with  one  subtype  provides  little  or  no  protection 
against  viruses  of  another  subtype.  Antigenic 
variation  (antigenic  shift)  within  a subtype  may 
be  so  marked  over  time  that  infection  or  vaccina- 
tion may  not  induce  immunity  to  distantly 
related  strains  of  the  same  subtype.  Influenza  B 
viruses  tend  to  exhibit  less  antigenic  shift, 
but  variation  does  occur.  The  antigenic 
characteristics  of  influenza  strains  currently 
circulating  provide  the  basis  for  selecting  virus 
strains  to  include  in  each  year’s  vaccine.  This 
year’s  vaccine  contains  strains  representative 
of  the  following  viruses:  AATaiwan/l/86-like 
(HIND;  A/Beijing/353/89-like  (H3N2);  and 
B/Panama/45/90-like. 

Why  Immunize? 

Influenza  has  caused  at  least  10,000  excess 
deaths  in  each  of  19  different  epidemics  during 
the  period  from  1967  until  1986.  More  than 
40,000  excess  deaths  occurred  in  each  of  three  of 
these  epidemics.  The  hospitalization  rates  for 
high-risk  adults  may  increase  two-  to  five-fold 
during  major  epidemics.  Other  important  facts  to 
consider  are  lost  wages,  the  cost  of  outpatient 
care,  loss  of  employee  productivity,  and  lost  school 
time. 
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Who  Should  Be  Immunized? 

The  following  persons  are  considered  to  be  at 
high  risk  for  complications  from  influenza:  per- 
sons 65  years  of  age  or  older;  residents  of  nursing 
homes  and  other  chronic-care  facilities;  adults 
and  children  with  chronic  disorders  of  the 
pulmonary  or  cardiovascular  systems,  including 
children  with  asthma;  adults  and  children  who 
have  required  regular  medical  follow-up  or 
hospitalization  during  the  preceding  year 
because  of  chronic  metabolic  diseases,  renal 
dysfunction,  hemogloblinopathies,  or  im- 
munosuppression; and  children  and  teenagers 
currently  receiving  long-term  aspirin  therapy. 

The  Delaware  Influenza  Coalition  and  the 
American  College  of  Physicians  strongly  recom- 
mend annual  influenza  immunization  for 
physicians  and  all  health  care  workers.  Vaccina- 
tion not  only  reduces  morbidity  and  absenteeism, 
but  also  reduces  the  likelihood  of  transmitting 
infection  to  high-risk  individuals. 

Adverse  Reactions  and  Contraindications 

Influenza  vaccine  should  not  be  given  to 
persons  who  have  anaphylactic  hypersensitivity 
to  eggs.  Asthma  or  other  allergic  responses 
following  occupational  exposure  to  egg  protein 
also  are  contraindications.  Persons  who  eat  eggs 
or  egg-containing  foods  without  incident  can  be 
vaccinated  safely. 

Persons  with  acute  febrile  illness  normally 
should  not  be  vaccinated  until  their  symptoms 
have  abated. 

Influenza  vaccines  are  inactivated  prepara- 
tions that  do  not  contain  infectious  virus. 
Occasionally  respiratory  illness  may  occur  after 
immunization,  but  the  infection  is  coincidental 
and  not  related  to  the  vaccine. 

The  most  common  side  effect  is  soreness  at  the 
injection  site  lasting  one  to  two  days.  There  have 
been  two  types  of  systemic  reactions  observed. 
Occasionally  fever,  myalgia,  and  malaise  occur 
within  six  to  12  hours  of  vaccination  and  last  one 
to  two  days.  This  is  most  common  in  younger 
persons  who  have  no  exposure  to  the  antigens  in 
the  vaccine  and  can  be  minimized  by  split-dose 
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vaccination  for  children  12  years  or  younger.  The 
second  type  of  systemic  reaction,  immediate 
hypersensitivity  reaction,  is  extremely  rare.  Tiny 
amounts  of  residual  egg  protein  are  the  most 
likely  cause  of  hives,  angioedema,  allergic 
asthma,  or  anaphylaxis. 

Despite  several  years  of  study,  no  association 
between  influenza  vaccination  and  Guillain- 
Barre  syndrome  or  any'  other  serious  neurologic 
condition  has  been  observed. 

Influenza  can  alter  the  hepatic  clearance  of 
warfarin,  theophylline,  and  phenytoin,  however 
none  of  these  changes  is  clinically  significant. 

Timing 

The  ideal  time  for  immunization  is  November. 
This  enables  an  individual  to  develop  immunity 
before  influenza  is  likely  to  occur  and  to  maintain 
immunity  throughout  the  flu  season. 
Administration  of  vaccine  after  influenza  occurs 
in  the  community  is  considered  appropriate. 
Children  who  have  never  been  vaccinated  should 
receive  split-doses  at  least  one  month  apart. 
Influenza  vaccine  can  be  given  at  the  same  time 
as  other  vaccines  (at  different  sites)  except  for 
pertussis.  It  should  not  be  given  within  three  days 
of  vaccination  against  pertussis. 

Delaware  Services 

The  Public  Health  Lab  can  diagnose  and  type 
influenza.  This  is  especially  important  early  in 
the  season.  Submission  of  throat  washing  by 
physicians  is  encouraged.  For  further  informa- 
tion call  the  Bureau  of  Disease  Prevention 
739-4746  or  the  Lab  739-4714.  For  information 
on  immunization  clinic  sites  or  influenza  educa- 
tional materials  contact  the  American  Lung 
Association  of  Delaware  at  655-7258  or 
1-800-899-LUNG. 
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SPECIAL  REPORT 


Recent  commentary  in  the  Journal  has  been  devoted  in  large  part  to  the  “economics”  of  medicine;  rightfully 
so  since  this  is  an  important  concern  of  physicians  today.  It  is  important  for  all  of  us,  however,  to  reflect 
from  time  to  time  upon  our  basic  mission  as  healers. 

Virginia  U.  Collier,  M.D. 


What  Doctors  Can  Do  When  Nothing  Can  Be  Done 

Robert  M.  Tenery  Jr.,  M.D. 


Even  with  all  of  today’s  medical  advances,  some 
patients  don’t  get  well.  Some  still  hurt  and  suffer; 
many  have  no  chance  of  recovery.  Despite  the 
continuing  work  and  research  hy  thousands  of 
people  throughout  the  world,  many  diseases  are 
still  resistant  to  the  latest  therapy.  Just  when  we 
seem  to  have  controlled  some  of  mankind’s  worst 
maladies,  new  and  potentially  more  serious 
problems  arise. 

If  patients  still  suffer  and  die  despite  our  best 
efforts,  have  we  failed  as  their  physician?  Does 
our  role  as  a healer  end  if  we  can’t  heal?  The 
answer  to  these  questions  is  no. 

Recently,  I overheard  someone  say  that  the 
doctor  told  her  “there  is  nothing  more  we  can  do 
for  your  husband.”  This  is  often  said  when  a 
physician  has  tried  every  possible  therapy  and 
the  patient’s  condition  continues  to  deteriorate 

Dr.  Tenery  practices  ophthalmology  in  Dallas  and  is  an  alternate  delegate  to 
the  AMA  House  of  Delegates. 

Reprinted  with  permission  of  American  Medical  News.  Copyright  1991 
American  Medical  Association. 
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Thinking  about  it,  nothing  could  be  further  from 
the  truth.  Just  because  we  are  unable  to  reverse 
the  inevitable  outcome  of  death,  that  does  not 
mean  our  obligations  are  over. 

What  can  physicians  do  for  patients  whose  out- 
come seems  hopeless?  Give  them  hope!  It  is  one 
thing  patients  must  hold  onto  as  they  endure 
pain  and  fears  of  their  medical  problems. 

Hope  has  been  defined  as  a feeling  that  what 
is  wanted  will  happen.  If  we  apply  this  to  our 
patients  as  they  face  their  medical  problems, 
then  a more  appropriate  definition  might  be  that 
the  patient’s  desire  to  overcome  his  or  her 
medical  problem  is  at  least  possible.  Patients 
should  be  allowed  to  hold  onto  that  small  chance. 
But,  in  a caring  and  compassionate  way,  the 
reality  of  this  unlikely  outcome  must  be  kept  in 
the  proper  perspective,  at  least  with  the  loved 
ones  or  the  family. 

Does  this  mean  we  should  not  tell  the  truth? 
Does  this  mean  we  should  tell  patients  they  are 
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going  to  recover  when  we  know  it  is  not  possible? 
To  both  these  questions  the  answer  is  no. 

With  serious  illnesses,  patients  are  afraid  for 
many  reasons,  but  two  are  the  most  significant. 

The  first  is  fear  of  the  unknown.  Being  afraid  of 
death,  although  significant,  is  not  as  great  as  the 
fear  of  not  knowing  what  they  are  going  to  go 
through  until  then.  As  physicians,  even  though 
we  are  unable  to  always  predict  the  patient’s 
course,  we  must  try  to  tell  them  what  to  expect. 

Patients  have  real  fears  about  facing  problems 
alone.  They  need  to  know  that  there  are  others 
who  are  with  them  in  their  struggle.  This  can  be 
the  family,  friends,  or  loved  ones.  It  also  might  be 
people  or  support  groups  who  have  faced 
similar  problems.  But  the  most  important  is  the 
physician.  The  patient  has  to  know  that  “their” 
doctor  will  always  be  with  them. 

As  their  physicians,  we  give  our  patients  hope 
by  helping  them  realize  that  no  outcome  is 
inevitable.  Hope  also  means  that  together  we  will 
help  them  face  the  unknowns  of  their  medical 
problems.  Finally,  hope  means  they  will  never  he 
alone. 

As  we  care  for  their  medical  problems,  we  must 
also  minister  to  them.  In  this  role  the  physicians 
help  their  patients  as  they  search  for  the  strength 
to  cope.  They  help  them  to  realize  that  even 
though  doctors  have  not  yet  found  all  the  answers 
to  their  problems,  there  are  answers. 

Patients  want  and  need  to  believe  that  there  is 
a power  beyond  that  of  the  doctor  to  help  them 
deal  with  their  seemingly  insurmountable  prob- 
lem. That  power,  wherever  it  comes  from,  is  with 
them  in  their  struggle. 

Finally,  our  obligations  don’t  end  with  the 
death  of  our  patients.  After  we  have  done  all  that 
we  can  at  the  bedside,  it  is  time  to  go  to  the 
waiting  room.  They  need  us  now. 
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Conference  Facilities 


The  Educated  Choice 
In  Conference  Centers 

Yoi'  CAN  CHOOSE  AN^'  CONFERENCE  CENTER.  Or  YOL' 
CAN'  CHOOSE  THE  CONFERENCE  CENTERS  THAT  ARE  THE 
STANDARD  BY  WHICH  OTHERS  ARE  JUDGED.  W OuR 
CENTERS  HAVE  THE  EN\aRONMENTS  THAT  ONLY  AN  AFFILI- 
ATION WITH  A MAIOR  L'NICTRSm'  CAN  PROXHOE.  UnIQUE, 
TOO.  ARE  OUR  FACILITIES,  AMENITIES,  SUPPORT  STAFF 
AND  CENTER  SITES:  We  OFFER  THREE  DIVERSE  CENTERS 
WHICH  CAN'  MEET  THE  NEEDS  OF  MRTL'ALLY  ALL  TYPES 
AND  SIZES  OF  CONFERENCES,  MEETINGS,  PROFESSIONAL 
DEX’ELOPMENT  PROGRAMS,  BANQL'ETS  AND  SPECIAL 

EXTNTs.  "M  Our  Newark  Center  ffatl'res  Claxton 
Hall,  the  most  technologically  advanced  confer 

ENCE  facility  IN  THE  STATE,  WITH  ON-CAMPUS  HOUSING 

axailable  Jl'ne  throl'Gh  Augl'st  The  facilities  at 
OL'R  Wilmington  Center  are  more  intimate, 

RANGING  FROM  THE  STATELT'  GOODSTAY  MANSION  TO 
TI  IE  NEWD'  OPENED  Ar,SHT  HaLL.  ThE  ATMOSPHERE  AT 

OL'R  ViRiTEN  Center  in  Lewes  is  retreat-like;  the 

.SEASIDE  .SURROL'NDIN'GS  ARE  BEALTIFL'LAND  UNSPOILED. 

W Call  for  more  inforvlation.  Now^'  making  an 

EDL'CATED  CHOICE  IN  CONFERENCES  IS  ACADEMIC.  W 


Newark  Wilmington  Lewes 


(302)  (302)  (302) 
451-2214  573-4419  645-4100 
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Rehabilitation  Consultants,  Inc 


(h\ncr.s 

Kubcri  ('juLino  MA  PT 
i Kj\d  Cha\  m.  M D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by;  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Anthons  1.  Cucu//dlj.  .MI) 
I’lerre  1.  U-Ro\  . M D 
lulo  \ Morudcone.  M D 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 


J 


Doctor's  Office 

Offices  and  rental  unit  for  sale. 
Equipment  and  practice  also  available 
for  qualified  physician, 

Special  financing  available. 

Establish  your  practice  in  pleasant  small- 
town environment  south  of  the  canal,  yet 
convenient  to  the  Christiana  Hospital. 

Ask  for  Garry  or  Brenda 

302/378-9559 

MARTELLI  - DAVIDSON  REALTORS'' 


For  Sale 

1708  Lovering  Avenue 

1,400  square  feet;  Isi-floor  condominium  unit 
Excellent  condition 

Call:  Denis  P.  O'Sullivan 

For  Sale  or  Lease 

3J4  Brandywine  Boulevard 
Free-standing  3,600  sq.  ft.  office  building 
Skylights,  marble  foyer,  fireplace, 
up-to-date  offices  and  systems 
Priced  $255,000,  or  $2,000  per  month 
Call:  Kevin  C.  McGonegal 

Dover 

Medical  Office  Conversion  Opportunity 
8,000  square  feet;  State  Street  area 

Call:  Mark  E.  Lndorf 

Mclroform  Medical  Office  Complex 
Old  Route  7,  Stanton,  DE  (next  to  Lowe's) 
32,600  square  feet;  $18  per  square  foot 

Call:  Mark  Kane 


Hunter  Lott  Realty  Company 
1100  North  Grant  Avenue 
Wilmington  DE  19805 
302?652-2001 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

9SL0’  riizaticiint^ 

has  the  right  answers 


■ Rapid  epigastric  pain  relief"* 


■ Fast  and  effective  ulcer  healing"' 


n 

PASSES  THE  ACID  TEST 


*Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ-2943-B- 149347 


© 1991,  ELI  LILLY  AND  COMPANY 


AXID"  (nizatidine  capsules) 

Brief  Summary  Consul!  the  package  Insert  for  complete  prescribing  information 
Indications  and  Usage  i /flcr/vetfy^enary/cer-iofupioSweeksoftreaimeni  Most 
patients  heal  within  4 weeks 

2.  Mmfenance  therapy- tw  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s  The  consequences  of  therapy  with  ^<id  lor  longer  than  l year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  m 
this  class  of  compounds  has  been  observ^,  H;-receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
Hj-receptor  antagonists 

Precautions:  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 
2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subiecis 

Laboratory  fes/s-False-positive  tests  for  urobilinogen  with  Mullislix"  may  occur 
during  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocame.  phenyioin.  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3.900  mg)  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d,,  was  administered  concurrently 
Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromaftin-tike  (ECU  cells  in  the  gastric 
oxyntic  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ol  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2.000  mg/kgrday,  about  330  times  the  human  dosei  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rale  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  lor  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  bccurrence  ol 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatoloxic  dose,  with  no  evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  lest. 

In  a 2-generation.  perinatal  and  postnatal  lerfility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belled  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  ol  the  aortic  arch,  and  cutaneous 
edema  m 1 letus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bilida.  hydrocephaly,  and  enlarged  heart  in  f fetus  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  lo  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Wo/hers -Studies  in  lactating  women  have  shown  that  0 1%  ol  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  ol 
growth  depression  in- pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients -Heahnq  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  ol  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  ol 
nizatidine  Elderly  patients  may  have  reduced  renal  (unction 
Adverse  Reactions;  Clinical  trials  of  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <0.01%).  and  somnolence  (2.4%  vs  1 3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  ol 
less  common  events  were  due  to  the  drug 
Wepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance. 
SGPT  was  >2.000  lU/L  The  incidence  ol  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  ol  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 
Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  ol  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine -C\\ri\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  ol  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hemalologic-Fata\  thrombocytopenia  was  reported  m a patient  treated  with 
nizatidine  and  another  H^-recepior  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

//Jfegumen/a/- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -ks  with  other  H^-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  ol  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosmophifia)  have  been  reported 
Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophiha,  fever,  and  nausea  related  to  nizalidme  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ol  nizatidine  due  lo  ils  large  volume  of  distribution 
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Additional  inlormation  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


OVERLOOKING  WOODED  PANORAMA  ... 


Impressive  brick  Georgian  estate  home  features  a majestic 
setting  on  2.5  private  acres.  Prime  location  near  Preserve  in 
prestigious  Landenberg,  Pa.  Minutes  toNewarkAVilmington. 
Grand  center  hall  entr)',  ultrasized  island  "dream  kitchen," 
spacious  family  room,  cathedral  ceiling,  exciting  use  of 
beautiful  windows  and  doors,  dramatic  fireplace,  4/5  bed- 
rooms, 3 full  baths,  luxurious  master  suite,  heated  whirlpool 
spa.  Amenities  abound  throughout  the  3,700  sq.  ft.  floorplan 
designed  for  formal  or  casual  entertaining  with  the  height  of 
elegance.  Absolutely  stunning  for  $439,000! 


family 

544  Baltimore  Pike 
Chadds  Ford,  PA 


Contact 

DONNA  BARRETT 
(215) 255-0679 
(215)  388-7100 


Jiuding  a reliable  medical  equipment 
ajrnpany.  But  CO.\'FIl)E.\'CE  and  TRUST  are 
the  'magic'  u'urds  of  M.ASTER  CARE'S  sendee. 
Because  your  patients  are  our  first  conceni. 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind  Pk 
83  Aide  Dr  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


I Cardiology 
Update  s? 


designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  January  8,  1992 

Syncope:  Simple  Faint  or  Cardiac  Arrest 
Moderator:  Leonard  N.  Horowitz,  M.D. 

3:00-3:30  Hypotensive  Problems:  Diagnosis  and  management  — 

Steven  J.  Nierenberg,  M.D. 

3:30-4:00  Cardiac  arrhythmias  and  conduction  problems  causing  syncope  — 
Leonard  N.  Horowitz,  M.D. 

4:00-5:00  Case  Presentations  — Hope  Helfeld,  D.O. 

Panel  Discussion  — Charles  D.  Gottlieb,  M.D. 

Terry  Danger,  M.D.,  Marvin  Rosner,  D.O. 

■ Case  Presentations  and  Panel  Discussions 
m CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 

Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


IHEALTH  LAW 


Advance  Directives 


Michele  Previti,  J.D. 
Leo  Previti,  J.D. 


The  Patient  Self-Determination  Act 

The  Patient  Self-Determination  Act  becomes 
effective  December  1, 1991.  This  federal  legisla- 
tion, enacted  as  part  of  the  Omnibus  Budget 
Reconciliation  Act  of  1990,  is  intended  to  in- 
crease patients’  knowledge  of  their  right  to  par- 
ticipate in  medical  decision  making.  In  addition, 
the  Act  encourages  patients  to  consider  execut- 
ing an  advance  directive  so  that  their  desires 
regarding  medical  treatment  can  be  fulfilled 
even  if  they  later  become  incapacitated. 

Under  the  Act,  adult  patients  admitted  to 
hospitals,  nursing  homes,  hospices  and  home 
health  agencies  or  those  enrolled  in  health  main- 
tenance organizations  that  receive  Medicare  or 
Medicaid  reimbursement,  must  be  informed,  in 
writing,  of  their  rights  under  Delaware  law  to 
make  decisions  regarding  their  medical  care. 
Patients  will  be  informed  that  their  right  to 
make  medical  decisions  includes  the  right  to 
accept  or  refuse  medical  or  surgical  treatment 
and  the  right  to  execute  an  advance  directive.  As 

Ms.  Previti  is  Director  of  Legal  Services,  St.  Francis  Hospital. 

Mr.  Previti  is  a member  of  the  New  Jersey  and  Pennsylvania 
Bars. 

Health  Law  Editor,  Stephen  Permut,  M.D.,  J.D. 
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patients  are  encouraged  to  discuss  their  advance 
directives  with  their  physicians,  a brief  review  of 
the  Delaware  law  on  advance  directives  is  of- 
fered for  your  consideration. 

Delaware  Advance  Directives 

Delaware  law  currently  recognizes  two  types  of 
advance  directives;  the  appointment  of  an  agent 
and  the  living  will.  The  Delaware  General  As- 
sembly approved  the  use  of  these  advance  direc- 
tives through  the  adoption  of  the  Delaware  Death 
with  Dignity  Act  in  1982.  The  appointment  of  an 
agent  is  similar  to  the  durable  power  of  attorney 
for  heathcare  recognized  in  many  other  states  in 
that  it  permits  a patient  to  appoint  an  agent  to 
act  on  the  patient’s  behalf  if  the  patient  later 
becomes  incapacitated.  The  appointment  of  an 
agent  becomes  effective  when  the  attending 
physician  determines  that  illness  or  injury  has 
rendered  the  patient  incapable  of  making  medi- 
cal decisions.  The  agent  may  then  accept  or 
refuse  medical  treatment  on  behalf  of  the  pa- 
tient, including  treatment  which  would  prolong 
the  patient’s  life,  so  long  as  the  agent  acts  in  good 
faith  and  with  due  regard  for  the  best  interest  of 
the  patient. 

Through  use  of  a living  will,  a patient  may 
make  a written  declaration  instructing  physi- 
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cians  to  refrain  from  or  cease  medical  or  surgical 
treatment  in  the  event  the  patient  is  in  a termi- 
nal condition.  The  living  will  becomes  effective 
only  when  the  patient’s  terminal  condition  has 
been  confirmed  in  writing  by  two  physicians. 
Under  Delaware  law,  a terminal  condition  is 
any  disease,  illness  or  condition  from  which 
there  is  no  reasonable  medical  expectation  of 
recovery  and  which,  as  a medical  probability, 
will  result  in  death  regardless  of  the  use  or 
discontinuance  of  medical  treatment  imple- 
mented for  the  purpose  of  sustaining  life  or  the 
life  processes. 

Limitations  on  Use  of  Advance  Directives 
in  Delaware 

Under  the  Delaware  Death  with  Dignity  Act,  a 
patient’s  right  to  refuse  treatment  is  to  be  re- 
spected to  the  point  that  the  refusal  is  not 
contrary  to  existing  public  health  laws.  While 
there  is  no  handy  reference  manual  to  which 
physicians  may  look  to  determine  what  types  of 
treatment  can  properly  be  refused  under  Dela- 
ware law,  it  is  generally  well  accepted  that 
“maintenance  medical  treatment”  may  be  re- 
fused. 

Maintenance  medical  treatment  is  defined 
under  Delaware  law  as  any  medical  or  surgical 
procedure  or  intervention  which  utilizes  me- 
chanical or  other  artificial  means  to  sustain, 
restore  or  supplant  a vital  function  and  which 
would  serve  only  to  artificially  prolong  the  dy- 
ing process.  In  practice,  the  use  of  a ventilator, 
CPR  and  basic  life  support  is  readily  viewed  as 
maintenance  medical  treatment  which  can  be 
refused.  Far  more  problematic  is  the  use  of 
artificial  nutrition  and  hydration.  Neither  Dela- 
ware statutory  law  nor  case  law  offers  guidance 
as  to  whether  a patient  may  refuse  such  care 
through  an  advance  directive. 

In  addition,  it  should  be  noted  that,  while  a 
living  will  can  be  used  to  direct  treatment  for  a 
patient  in  a terminal  condition,  it  does  not 
address  care  for  a patient  in  a persistent  vegeta- 
tive state.  Therefore,  while  a living  will  may 
offer  some  guidance  to  a court  faced  with  the 
question  of  a patient’s  medical  treatment  pref- 
erences while  in  a persistent  vegetative  state,  it 
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would  not  necessarily  be  determinative  of  the 
care  to  be  rendered  in  such  a situation. 

Both  of  these  limitations  on  advance  direc-  ^ 
tives  have  been  addressed  in  Senate  Bill  207, 
which  was  approved  by  the  Delaware  Senate  on  ' 
June  27,  1991,  and  assigned  to  the  Judiciary ' 
Committee  of  the  Hpuse  of  Representatives  in 
the  final  days  of  the  1991  legislative  session. 
Endorsed  by  the  Medical  Society  of  Delaware  i 
and  the  Delaware  State  Bar  Association,  Senate  1 
Bill  207  seeks  to  clearly  include  artificial  nutri- ' 
tion  and  hydration  among  the  types  of  treat- 
ment that  may  be  refused  by  a patient  in  a i 
terminal  condition.  In  addition.  Senate  Bill  207 
would  give  effect  to  the  living  will  of  a patient  in 
a persistent  vegetative  state. 

How  the  Patient  Self-Determination  Act  ■ 
Will  Affect  Physicians 

A 1987  study  estimated  that  less  than  9 percent  ^ 
of  Americans  had  executed  advance  directives, 
despite  the  fact  that  a majority  of  states  had 
laws  either  recognizing  the  validity  of  living  ' 
wills  or  durable  powers  of  attorney.  The  imple- 
mentation of  the  Patient  Self-Determination 
Act^  is  likely  to  substantially  increase  the  num- 
ber of  patients  with  advance  directives,  as  the 
Act  requires  that  a public  education  campaign 
be  undertaken  by  healthcare  institutions  and 
the  federal  government. 

Patients  will  be  encouraged  to  discuss  their 
advance  directives  with  their  physicians  in  the 
office  setting  while  they  are  relatively  healthy 
and  alert,  rather  than  to  postpone,  possibly  to 
the  point  of  futility,  a discussion  which  patients 
and  physicians  alike  often  find  difficult.  Younger 
patients  who  may  incorrectly  believe  that  ad- 
vance directives  are  only  for  the  elderly  will  also 
be  encouraged  to  discuss  treatment  preferences 
with  their  physicians. 

As  you  review  a directive  with  your  patient, 
you  should  clearly  inform  the  patient  of  any 
concerns  you  have  with  regard  to  a particular 
directive.  Directives  which  are  contrary  to  ex- 
isting public  health  law  or  purport  to  refuse 
treatment  which  goes  beyond  the  commonly 
accepted  definition  of  “maintenance  medical 
treatment”  should  be  thoroughly  discussed  with 
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a patient,  so  that  the  patient  will  be  aware  of  the 
limits  on  his  or  her  right  to  direct  treatment. 

Patients  are  also  likely  to  be  advised  to  give 
a copy  of  their  advance  directive  to  their  physi- 
cians. It  is  advisable  to  develop  a system  for 
ready  identification  of  your  patients  with  ad- 
vance directives  so  that  you  can  easily  retrieve 
and  rely  upon  a directive  if  a patient  becomes 
incapacitated.  However,  advise  your  patient  to 
give  copies  of  the  advance  directive  to  his  or  her 
agent,  next-of-kin  or  substitute  decision-maker 
so  that  you  alone  will  not  be  expected  to  produce 
the  document  at  the  time  for  its  implementa- 
tion. 

Patients  who  do  not  have  an  advance  direc- 
tive are  likely  to  ask  how  they  can  execute  one. 
You  can  refer  such  patients  to  the  Delaware 
Division  of  Aging  or  request  a supply  of  the 
Division’s  advance  directive  forms  for  your  of- 
fice use. 

Be  aware  that  if  you  believe  that  you  cannot 
fulfill  a valid  directive,  you  should  so  advise  the 
patient.  Your  duty  in  such  a case  is  to  inform  the 
patient  of  his  or  her  right  to  choose  another 
physician.  In  addition,  if  the  patient  chooses  a 
new  physician,  you  should  take  care  not  to 
obstruct  transfer.  Also,  if  you  believe  an  agent  is 
directing  treatment  in  a manner  contrary  to 
that  discussed  with  you  previously  by  a patient, 
so  advise  the  agent  and  seek  resolution  of  your 
concerns  with  the  agent  directly,  with  an  insti- 


Health  Law  - Preuiti 

tutional  ethics  committee  or,  if  need  be,  with 
legal  counsel. 

\\diile  some  may  view  the  Patient  Self-De- 
termination Act  as  imposing  additional  burdens 
on  the  physician,  its  benefits  to  patients  and  to 
physicians  will  likely  prove  significant.  Cer- 
tainly some  advance  directives  may  be  found  to 
be  problematic  because  they  are  too  imprecise  or 
too  definitive  to  apply  to  a given  situation. 
However,  in  general,  physicians  are  more  likely 
to  find  that  advance  directives  facilitate  the 
provision  of  care.  In  cases  where  an  incompe- 
tent patient  has  not  formulated  an  advance 
directive,  physicians  may  be  required  to  resort 
to  the  legal  system  (the  Court  of  Chancery)  to 
determine  the  legally  correct  course  of  treat- 
ment as  was  necessary  in  the  Quinlan  and 
Cruzan  cases.  Such  a resort  to  the  legal  system 
would  be  unnecessarily  costly,  time  consuming 
and  emotionally  draining.  Advance  directives 
will  help  to  keep  medical  decision-makingin  the 
clinical  setting  and  out  of  the  legal  system. 

REFERENCES 

'Patient  Self  Determination  Act,  Section  1766,  101st  Con- 
gress, 1st  Session,  Section  2(b)(5)(1989). 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information 
for  the  practicing  physician  about  current  trends 
in  health  law. 
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AN  OASIS  WITH  COMMANDING  VISTAS 

This  Chadds  Ford  landmark  is  a custom  AnneCapron  design  with  4,800 
sq  ft  of  luxury,  boasting  one  of  the  finest  settings  in  the  Brandywine 
Valley!  J.  Franklin  Styer  landscaping  features  blooms  cascading  to  the 
terraced  pool  and  waterfall.  Rarely  is  a home  of  such  beauty  available. 
Offered  at  $698,000.  Call  Stephen  Sadvari  at  (215)  388-7100  or  558- 
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WOODED  SETTING  IN  WATERFORD 

Stone  and  cedar  accents  this  elegant  and  spacious  4-bedroom  Cape  with 
contemporary  flairs  in  one  of  Chadds  Ford's  most  prestigious  communi- 
ties. First  floor  master  bedroom  with  a sumptuous  bath,  2 fireplaces, 
custom  cherry  kitchen  with  eating  area  overlooking  wooded  splendor. 
Priced  at  $435,000.  Call  Jacqui  Jones  Meshurle  for  details  at  (215)  388- 
7100. 


ON  51  ACRES  OF  SCENIC  COUNTRYSIDE 

Hunters  Crossing  is  a private  enclave  built  by  Wayne  Megill  and  John 
Jliompson  Inc.,  in  rural  Franklin  Township.  It's  convenient  to  Wilmington 
and  Chri  stiana.  Many  floorplans  and  exteriors  to  choose  from,  including 
English  and  Pennsylvania  farmhomes.  With  two  to  four  acre  lots  --  great 
homesites  (some  wooded!)  are  still  available.  Starting  at  $229,500.  Call 
Sandy  Mariani  at  (215)  388-7100  to  visit  the  furnished  sample. 


ESTATE  LIVING  AT  "CROSS  CREEK" 

Located  in  the  prestigious  Route  52  corridor.  Cross  Creek  is  minutes 
from  downtown  Wilmington.  Classic  details  and  charm  abound  in  these 
homes,  with  many  plans  to  choose  from!  Only  22  homes  will  share  these 
private  two  to  four  acre  sites  --  many  are  wooded.  Luxurious  living  on 
a grand  scale!  Starting  from  $550,000.  Call  Sandy  Mariani  at  (21 5)  388- 
7100. 


OLD  WORLD  CHARACTER  OF  REFINED  ELEGANCE 
Nestled  amid  rolling  hillsides  in  serene  Indian  Springs,  this  classic 
French  Country  design  is  rich  in  architectural  details.  The  sprawling 
layout  is  marked  by  towers  and  gables  to  evoke  a timeless  home  that's 
complete  with  state-of-the-art  features  that  today's  lifestyle  demands. 
Offered  for  $685,000.  Call  Stephen  Sadvari  at  (21 5)  388-7100  or  558- 
9485  for  information  or  to  arrance  a private  showing. 


ONCE  IN  A LIFETIME  SETTING 

Lovely  views  with  pond,  wildflower  meadow  and  rolling  hills.  This  New 
England  farmhouse  boasts  over  5,000  sq  ft,  with  a post-and-beam  great 
room!  Designer  gourmet  kitchen  with  greenhouse,  exciting  master  suite 
with  spa  and  private  deck,  office/in-law  quarters  and  an  exercise  room 
are  some  of  the  many  extras.  Priced  at  $469,900.  Call  Bob  or  Pat  Kendel 
at  (215)  388-7100  or  869-3283, 


FROM  THE  AMA 


Testimony  Calls  for  Due  Process 

The  AMA  remains  concerned  about  the  lack  of 
adequate  due  process  protections  for  physicians 
in  PRO  sanctions,  Ti’ustee  Nancy  W.  Dickey, 
M.D.,  told  the  Advisory  Committee  on  Medicare- 
Physician  Relationships,  known  as  the  Gary 
Committee.  Safeguards  must  be  established  to 
ensure  that  quality  denials  are  warranted,  she 
said  at  the  July  11  meeting.  Under  the  law,  PROs 
are  permitted  to  notify  beneficiaries  that  they 
were  denied  payment  because  of  “failure  to  meet 
professionally  recognized  standards  of  care.”  The 
notice  is  sent  to  the  beneficiaries  before  the  physi- 
cian can  request  that  a decision  be  reconsidered. 
Yet  43  percent  of  quality-based  payment  denials 
have  been  reversed. 

Inconsistencies  Found  in  PRO  Review  Criteria 

An  AMA  analysis  of  Medicare  peer  review 
organizations  found  that  criteria  for  the  three 
most  frequently  reviewed  procedures  varied 
widely  from  one  PRO  to  another,  and  also  differed 
significantly  from  national  practice  parameters. 
For  purposes  of  the  study,  the  Health  Care  Financ- 
ing Administration  gave  the  AMA’s  Office  of 
Quality  Assurance  all  of  the  available  criteria  used 
in  the  nation’s  48  PROs.  The  study  called  for 
greater  effort  to  improve  the  development  of 
criteria  for  the  $330  million  review  program.  For 
example,  existing  practice  parameters  should  be 
taken  into  account.  In  addition,  review  criteria 
should  be  made  publicly  available  for  evaluation 
and  comment. 
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AIDS  Definition  Should  Include  Women's  Symptoms 

The  AMA  urged  the  Centers  for  Disease  Con- 
trol to  revise  its  definition  of  AIDS  to  include 
manifestations  of  HIV  disease  in  women.  In  a let- 
ter to  CDC  Director  William  Roper,  M.D.,  the 
AMA  noted  that  women  now  constitute  the 
fastest  growing  group  of  people  contracting  the 
human  immunodeficiency  virus.  Reports  have 
documented  HIV  infection  in  association  with 
gynecologic  disorders  such  as  chronic  vaginal 
candidiasis,  acute  pelvic  inflammatory  disease 
and  rapidly  progressing  cervical  cancer.  The 
CDC’s  failure  to  describe  the  nature  of  the 
disease  in  women  affects  epidemiologic  statistics 
and  research  agendas,  the  AMA  said.  It  also 
affects  public  benefits,  insurance  payments, 
prevention  education,  and  diagnosis  and  treat- 
ment of  the  disease  in  women. 

Course  Gives  Medical  Students  Taste  of  Medical  Politics 

In  high  school,  Robert  E.  Hertzka,  M.D.,  worked 
part  time  at  a fast-food  restaurant,  where  he  wat- 
ched one  day  as  a fellow  employee  was  shot  dur- 
ing a holdup.  Moved  to  respond.  Dr.  Hertzka 
became  an  anti-handgun  activist. 

This  teenage  impulse  toward  activism  grew  in- 
to an  adult  conviction  that  political  involvement 
does  make  a difference.  Doctors  especially.  Dr. 
Hertzka  says,  can  help  themselves  and  contribute 
greatly  to  their  communities  by  being  active. 
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So  one  evening  a week  for  two  hours,  the 
34-year-old  Dr.  Hertzka  labors  to  drum  this 
message  into  the  minds  of  first-  and  second-year 
medical  students  at  the  University  of  California, 
San  Diego.  This  term,  about  50  students  are 
taking  his  10-week  course,  “Introduction  to  the 
Politics  of  Medicine.”  That’s  nearly  double  the 
number  who  enrolled  when  it  was  first  offered 
three  years  ago. 

“The  class  makes  it  clear  and  understandable 
to  students  that  there  is  a big,  powerful,  and 
potentially  dangerous  process  out  there,”  Dr. 
Hertzka  told  American  Medical  News.  “It 
educates  and  informs  them  so  they  are  not  in- 
timidated and  confused  by  the  process.  It  also  lets 
them  know  that  they  can  participate  and  actually 
influence  events.  They  can  have  a say  in  the 
future  of  the  profession,  rather  than  just  throw- 
ing up  their  hands  and  feeling  completely 
powerless.” 

“Doctors  don’t  like  to  be  wrong  or  on  the  losing 
side,  so  it’s  easier  to  pull  back  and  not  advocate. 
That’s  why,  when  it  comes  to  real  life  laws  and 
legislation,  other  groups  - especially  attorneys 
- do  a better  job.  What  I am  trying  to  do  is  offer 
insight,  good  and  bad,  into  what  politics  is  all 
about  and  help  [medical  students]  become  more 
informed  on  issues  of  importance.  We  don’t 
discuss  AIDS  and  abortion,  we  focus  on  the 
process  rather  than  issues.” 


DELAWARE 

HELP  LINE 


A Service  of  United  Way  & The  State  of  Delaware 


1 -800-464-HELP 

An  Information  and  Referral  Service 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  .Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

90  Years  of  Caring 
1901  - 1991 

1900  Lovering  Avenue  Wilmington,  Delaware 


ACTIVE  FAMILY 
PRACTICE 

Available  1992 
Newark  Area 

For  information,  contact  the  Journal  of- 
fice by  dialing  302/658-3957  or,  in  Kent  or 
Sussex  Counties,  dial  800/348-6800.  Or 
write:  Delaware  Medical  Journal,  1925 
Lovering  Avenue,  Wilmington  DE  19806- 
2166. 
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VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suite  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  213 

Newark,  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  112. 

4745  Stanton-Ogletown  Road 
Newark,  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D.  (Director)  Billie  Gray,  R.N.,  R.VJ. 

Mark  S.  Rosenbloom,  M.D.  Doreen  Mahoney,  L.PN. 


MEDICAL  OFFICE 

SPACE 

Office  to  Share 

Omega  Professional  Center 

Fully  furnished  office 

800  square  feet 

space  available  to 
share  in  North 

For  lease  or  sale 

Wilmington 

For  more  information,  call 

Call  302/478-7160 

456-0400 

COMPLETE 


Physician  Office  Management  Services 


Offered 

By 


D’Sonza  & Associates,  Inc. 


Services  Offered: 


Computerize  Physician  Office  At  No  Cost  To  Physician 

Conversion  of  Existing  Billing 

Computerized  Primary  & Secondary  Billing 

Computerized  Patient  Billing  and  Office  Management 

Complete  Billing  Follow-up 

Generation  of  Various  Reports 

Payroll 

Check  Writing 

Quarterly  Payroll  Tax  Compliance 
Bookkeeping 

Federal  & State  Tax  Returns 
Other  Financial  Services 

Please  Contact, 

Mabel  A.  D’ Souza,  MA.,  C.PA.  or  Rudolph  E.  D ’Souza,  M.BA.,  Ph.D. 


D’Souza  & Associates,  Inc. 
5301  Limestone  Road,  Suite  210 
Wilmington,  Delaware  19808 
Phone:  (302)  239-2300 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


EDITORIALS 


Why  Am  I Doing  This? 


I never  thought  I would  glance  in  the  mirror 
and  ask  myself  why  I was  practicing  medicine. 
Why  was  I subjecting  myself  to  such  grief?  The 
thought  has  occurred  to  me.  I’ll  bet  it’s  occurred 
to  many  of  you  as  well. 

A week  doesn’t  go  by  that  the  Medical  Society, 
AMA,  American  College  of  Physicians  or 
American  College  of  Rheumatology  doesn’t  send 
me  a memo,  bulletin,  or  flash  to  update  me  in 
their  gargantuan  struggle  to  implement  RBRVS 
payment  reform  in  the  manner  that  Congress 
intended.  And  for  every  such  letter  I receive,  I get 
two  from  HCFA  bringing  me  up  to  date  on  the 
newest  set  of  contradictory  regulations,  written 
in  something  that  looks  like  English  but  isn’t. 

For  those  days  that  the  mail  might  get  a bit 
light,  there  always  seems  to  be  communications 
of  various  types  from  the  Blues  of  Delaware, 
HMOs,  PPOs,  PROs  and  the  hospitals  - all  eager 
to  bring  me  up  to  date  on  how  I can  run  afoul  of 
the  new  ground  rules  (with  updates  and  changes 
quarterly).  And  just  when  I thought  it  was  safe 
to  get  back  to  patients,  let’s  not  forget  those 
solicitous  letters  from  organized  labor,  organized 
management,  and  organized  attorneys  eager  to 
warn  me  of  the  dangers  of  modern  medical 
practice. 

If  all  this  wasn’t  enough,  each  morning  the  New 
York  Times  is  delivered  to  my  office  (in  a non- 
biodegradable  blue  plastic  wrap  - two  wraps  on 
days  that  it  rains).  Wouldn’t  you  know  it,  but  four 
out  of  five  days  there’s  an  article  - right  on  the 
front  page  with  all  the  other  news  that’s  fit  to 
print  --  that  clearly  explains  how  American 
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medicine  is  changing,  that  change  is  necessary 
and  overdue,  and  how  little  American  doctors 
seem  to  have  to  do  with  these  changes.  Not  good 
news  for  a gi'oup  of  people  often  characterized  as 
control  junkies! 

Now  before  we  go  any  further,  this  is  not  an 
editorial  about  the  importance  of  our  profession 
grabbing  the  leadership  role  in  bringing 
American  health  care  policy  into  the  next 
millenium.  I’m  sure  that  this  is  important,  but 
I haven’t  the  foggiest  notion  of  how  to  do  it.  I will 
be  giving  it  some  thought,  however.  If  you  are 
interested  in  this  type  of  essay,  I would  refer  you 
to  a national  journal  - any  journal. 

This  is  about  why  I’m  still  glad  to  be  practicing 
medicine.  The  simple,  if  immodest,  truth  is  that 
I’m  good  at  it.  And  it’s  interesting.  At  times,  it’s 
fascinating.  And  challenging.  You  get  to  help  real 
people  and  they  appreciate  you  for  your  interest, 
even  if  society  doesn’t  always  seem  to  appreciate 
us  as  a profession.  It’s  steady  work,  which  is  no 
small  thing.  And  for  most  of  us  it’s  a good,  if  not 
gi’eat,  living.  Nowhere  in  the  Hippocratic  oath 
does  it  say  you  will  get  rich  being  a doctor.  So 
despite  all  the  aggravation  and  intrusion.  I’m 
glad  to  be  a clinical  rheumatologist  in  private 
practice,  and  I hope  you’re  happy  with  your  own 
practice.  No  matter  what  happens  in  the  next 
decade,  they  can’t  strip  medicine  of  its  most  basic 
attractions  or  the  fact  that  you’re  good  at  what 
you  do. 

Think  about  that  the  next  time  you  look  in  the 
mirror! 

James  H.  Newman,  M.D. 
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Editorials 


Like  Caesar's  Wife... 

I have  been  reading  a lot  lately  about  conflict 
of  interest.  As  commonly  used,  the  term  implies 
something  improper,  at  least  biased,  if  not 
downright  dishonest.  For  example,  the  state  of 
Florida  recently  completed  a study  that  found 
that  45  percent  of  the  doctors  practicing  in 
Florida  have  invested  in  joint  ventures 
(laboratories,  imaging  centers,  physical  therapy 
clinics,  etc.)  to  which  they  can  refer  patients. 
Moreover,  the  study  showed  that  these  facilities 
had  higher  costs,  were  used  more  frequently,  used 
less-skilled  workers  and  offered  only  limited 
access  to  the  poor  - compared  with  other  similar 
facilities.  They  performed  “almost  twice  as  many 
...  tests  per  patient”  as  similar  laboratories  with 
no  physician  investors.  I think  we  all  are  aware 
that  such  ventures  can  be  a problem,  but  if  this 
report  is  true,  I find  the  magnitude  and  per- 
vasiveness of  the  problem  a bit  startling. 
Likewise,  questions  have  been  raised  about 
doctors  doing  procedures  in  their  offices.  Are  they 
properly  trained  and  qualified  to  do  the 
procedures?  Are  appropriate  indications  for  the 
procedures  adhered  to?  How  are  complications 
and  adverse  results  handled?  These  are  ticklish 
questions  and  problems.  Certainly  many  doctors 
started  laboratory  and  other  services  for  the  con- 
venience and  better  service  of  their  patients  and 
to  save  them  money.  Frequently  they  help  the 
doctor  to  do  a more  thorough  evaluation  of  the 
patient,  thereby  practicing  better  medicine, 
improving  their  service  and  avoiding  lawsuits. 

Thus,  conflict  of  interest  need  not  and  indeed 
should  not  imply  anything  wrong.  We  all  face 
conflicts  of  interest  every  day  and  resolve  them 
honestly  and  fairly.  The  patient  who  calls  during 
busy  office  hours  and  insists  on  talking  with  the 
doctor  - what  is  your  duty  to  him  as  opposed  to 
the  patients  in  your  office  with  whom  you  have 
appointments?  The  AIDS  patient,  the  Medicaid 
or  indigent  patient  who  needs  your  attention;  or 
in  the  hospital  setting,  the  question  of  who  to 
move  out  of  the  ICU  to  make  room  for  the  new 
emergency  - all  can  pose  problems  which  we 
resolve  almost  reflexively.  And  these  questions 
and  problems  arise  in  all  walks  of  life.  The 
legislator  who  works  in  the  school  system  still 
votes  on  the  appropriation  for  the  school  budget. 
The  person  hiring  for  a big  company  has  to  make 
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a selection  from  a number  of  well-qualified  ap- 
plicants of  differing  races,  nationality 
backgrounds,  genders,  ages  and  religions.  Con- 
flicts of  interest  are  inherent  in  every  decision  we 
make. 

It  seems  to  me  that  there  are  a few  things  we 
need  to  remember  if  we  are  to  avoid  downgrading 
our  profession  in  the  public  view. 

1.  We  need  to  remember  that  rationalization 
is  a subconscious  process.  We  all  have  a 
tendency,  in  all  honesty,  to  lean  the  way 
that  is  advantageous  to  ourselves,  and  we 
must  make  allowance  for  that. 

2.  Appearances  and  the  perceptions  of  others 
are  important.  Like  Caesar’s  wife,  we  must 
be  above  reproach. 

3.  Absolute  integidty  and  honesty  is  the  only 
way  to  go.  We  can  all  think  of  whole 
societies  and  cultures  that  have  failed 
because  of  lack  of  integrity.  When  bribes 
are  an  accepted  way  of  life,  the  cost  of  the 
final  product  prices  it  right  out  of  the  inter- 
national market.  If  you  don’t  trust  a person, 
how  can  you  do  business  with  her  or  him? 

4.  You  cannot  make  allowance  for,  or  do 
anything  about,  a conflict  of  interest  unless 
and  until  you  recognize  it.  We  must  be  sen- 
sitive and  aware. 

Our  reputations  as  physicians  and  the  public 
trust  in  our  profession  are  the  most  valuable 
assets  we  have.  Woe  be  to  any  who  betray  that 
trust. 

E.  Wayne  Martz,  M.D. 
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Sale  or  Lease 

Medical/Professional  Office  Space 


The  Carriage  House 

11100  North  Grant  Avenue 
I V/ilmington,  Delaware  19805 

rime  medical/professional  office  space  just  one  block  off  Pennsylvania  Avenue,  behind  Stuart  Kingston.  From  2,500  to 
',500  square  feet  for  lease  or  purchase  as  condominiums  or  the  entire  building  is  available  in  fee.  Ample  on-site  parking. 

uite  A First  floor;  built-in  reception  area  with  custom  Fonnica  counters  and  cabinets.  Four  two-picce  lavatories, 
i Eleven  private  offices/examination  rooms  with  lavatories  and  custom  Fonnica  cabinets.  Nurse  s station  with 

; built-in  reception,  Formica  counters  with  cabinets  underneath.  Former  offices  of  an  ophthalmology  piactice. 

I 

\ 3,500  sq  ft  (may  divide)  Sale  $456,500  Lease  S14/sqft 

Uuite  B Second  floor:  built-in  reception  area  with  custom  Fonnicacountcrsandcabinctswithfull-hcight  mirroicdwall 

(15  feet).  Two-piece  powder  room  (handicap  accessible)  Four  private  otficcs,  each  with  built-in  lavatory. 
Third  floor:  kitchen,  private  office,  conference  room,  and  full  tile  bath  with  stall  shower  all  on  one  level, 
j Former  office  of  vascular  surgeon.  Elevator  served. 

2,543  sq  ft  Sale  $292,500  Lease  S12/sqft 

Suite  C Second  floor;  five  private  offices,  one  conference  room. 

Third  floor;  four  work  stations,  kitchen,  one  private  office.  Current  office  of  real  estate  finu. 

2,432  sq  ft  Sale  $280,000  Lease  S12/sqft 


Mark  E.  Undorf 
Hunter  Lott  Realty  Company 
1100  North  Grant  Avenue 
Wilmington  DE  19805 
302/652-2001 


As  a part  of  the  Delaware  Physicians 
Insurance  Purchasing  Group,  you  can  join 
other  physicians  who  are  associated  solely 
to  better  control  their  malpractice  insur- 
ance destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  under- 
writes, selects  defense  experts  and 
monitors  defense  counsel.  They  work 
together  to  make  liability  insurance  more 
manageable  through  the  use  of  a self- 
insured  retention  program. 

This  program  is  a partnership  with  St. 

Paul  Fire  and  Marine  Insurance  Company, 
America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  the  excess  insur- 
ance, we  share  the  risk. 


This  results  in  risk  bearing,  risk  sharing 
and  profit  sharing. 

The  Delaware  Physicians  Insurance 
Purchasing  Group  provides  coverage 
for  employees,  partnerships  and  corp- 
orations at  competitive  prices.  Excess 
insurance  up  to  $10,000,000  is  available. 
It  also  features  coordinated  underwrit- 
ing and  claim  management. 

For  more  information,  call  us  at 
(302)  654-6334. 


Delaware  Physicians  I 
Insurance  Purchasing  Group,  Ini. 

P.O.  Box  26220,  Wilmington,  DE  19899 


NEW  MEMBERS 

As  a service  to  our  readers,  the  members  of  the  Medical  Society  of  Delaware,  the  Delaware  Medical 
Journal  periodically  provides  a listing  of  new  members  to  each  of  the  state’s  three  counties.  Each  entry 
provides  the  following  information,  as  available:  name,  date  and  place  of  birth,  medical  school,  specialty, 
and  office  address  and  phone  number.  Those  members  who  do  not  yet  have  an  office  address  or  phone 
number  may  be  contacted  through  the  Medical  Society  offices. 


New  Castle  County  Medical  Society 

Faith  A.  Brosch,  M.D. 

6/20/61,  Lakewood,  NJ 

UMDNJ  New  Jersey  Medical  School  - 1987 

Obstetrics/Gynecology 

4745  Stanton-Ogletown  Road,  MAP  #207, 

Newark  19713 

368-9000 

Warren  G.  Butt,  M.D. 

2/19/57,  Phoenix,  AR 

Case  Western  Reserve  School  of  Medicine  - 1984 

Gastroenterology,  BC  1989 

4745  Stanton-Ogletown  Road,  MAP  #34, 

Newark  19713 

731-0170 

Kirk  W.  Dabney,  M.D. 

12/4/58,  Overbrook,  PA 
Jefferson  Medical  College  - 1984 
Pediatric  Orthopaedic  Surgery 
A. I.  duPont  Institute,  PO  Box  269, 

Wilmington  19899 
651-5950 

Donald  L.  Emery,  M.D. 

7/24/49,  Salem,  NJ 

Jefferson  Medical  College  - 1981 

Pulmonary  Medicine  (Asthma) 

1701  Augustine  Cut-Off,  Wilmington  19803 
656-2213 

James  Fierro,  D.O. 

10/11/59,  Wilmington,  DE 

Philadelphia  College  of  Osteopathic  Medicine  - 

1988 

Family  Practice 

Plaza  191,  Suite  3,  New  Castle  19720 
322-9309 


Aaron  S.  Kaplan,  D.O. 

2/16/61,  Philadelphia,  PA 

Philadelphia  College  of  Osteopathic  Medicine  - 

1987 

Pediatrics 

A. I.  duPont  Institute,  PO  Box  269, 

Wilmington  19899 
651-5927 


Andrew  M.  Keenan,  M.D. 

12/25/49,  Washington,  D.C. 

George  Washington  University  - 1976 

Nuclear  Medicine,  BC  1983 

330  Christiana  Medical  Center,  Newark  19702 

368-3000 


Richard  Kim,  M.D. 

9/28/55,  Seoul,  South  Korea 

College  of  Medicine,  Seoul  National  University 

- 1981 

AllergyTmmunology 

2601  Annand  Drive,  Suite  8,  Wilmington  19808 
995-2952 


Joseph  A.  Lieberman,  III,  M.D. 

10/15/38,  Allentown,  PA 

Jefferson  Medical  College  - 1964 

Family  Practice,  BC  1987 

MCD,  Wilmington  Hospital,  PO  Box  1668, 

Wilmington  19899 

428-2928 


Thalia  M.  Martin,  M.D. 

7/8/57,  Goshen,  IN 

Emory  University  School  of  Medicine  - 1984 

Anesthesiology,  BC  1991 

A. I.  duPont  Institute,  PO  Box  269, 

Wilmington  19899 

651-5359 
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New  Members 


John  J.  McCloskey,  M.D. 

2/13/58,  Abington,  PA 

Temple  University  School  of  Medicine  - 1984 
Anesthesiology 

A.L  duPont  Institute,  PO  Box  269, 

Wilmington  19899 
651-5353 

Nancy  G.  Murphy,  M.D. 

8/16/56,  Glean,  NY 

State  University  of  New  York  at  Buffalo  - 1982 
Rheumatology 

2500  Grubb  Road,  Wilmington  19810 
529-9303 

Robert  C.  O'Loughlin,  M.D. 

4/17/59,  Cambridge,  MA 

UMDNJ  New  Jersey  Medical  School  - 1987 

Radiation  Oncology 

MCD,  Christiana  Hospital,  Newark  19718 
733-1830 

Gordon  D.  Reed,  M.D. 

9/11/61,  Chicago,  IL 

University  of  Texas  Southwestern  Medical  School 
- 1986 

Emergency  Medicine 

MCD,  Emergency  Medicine,  P.O.Box  1668, 
Wilmington  19899 

428- 4178 

Jonathan  N.  Saunders,  M.D. 

7/5/57,  Wilmington,  DE 
Northwestern  University 
Plastic  Surgery 

19-A  Trolley  Square,  Wilmington  19806 
654-2121 

Jane  G.  Schweitzer,  M.D. 

9/14/54,  NY 
Yale  University 
Ophthalmology  (1985) 

Nemours  Health  Clinic,  601  Delaware  Ave., 
Wilmington  19801 

429- 9400 

Stephen  L.  Sittenfield,  M.D. 

2/5/53,  Philadelphia,  PA 
Hahnemann  Medical  College  - 1978 
Psychiatry,  BC  1984 

575  S.  DuPont  Highway,  New  Castle  19720 
328-3330 


Janice  E.  Tildon-Burton,  M.D 

12/15/45,  Wilmington,  DE 

Temple  University  School  of  Medicine  - 1981 

Obstetrics  & Gynecology,  BC  1988 

2323  Pennsylvania  Avenue,  Wilmington  19806 

651-9700 

Deborah  A.  Wingel,  D.O. 

4/6/62,  New  York  City 

Philadelphia  College  of  Osteopathic  Medicine  - 
1988 

Family  Practice 

724  Stone  Mill,  Suite  125,  Hockessin  19707 
239-6200 

Mark  W.  Wingel,  D.O. 

9/26/62,  Meadowbrook,  PA 

Philadelphia  College  of  Osteopathic  Medicine  - 

1988 

Family  Practice 

724  Stone  Mill,  Suite  125,  Hockessin  19707 
239-6200 


Affiliate  Member 


Michael  T.  Brown,  M.D. 

3/23/60,  Philadelphia,  PA 
Jefferson  Medical  College  - 1986 
Surgical  Oncology 

MCD,  Christiana  Hospital,  Newark  19718 
733-4180 


Kent  County  Medical  Society 


Lee  M.  Dennis,  M.D. 

Jefferson  Medical  College  - 1981 

Family  Practice 

960  Forrest  St,  Dover  19901 

735- 1888 

Thomas  M.  Penders,  M.D. 

Hahnemann  University  School  of  Medicine 
1973 

Psychiatry 

1001  S,  Bradford  St,  Dover  19901 

736- 6135 
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“UJe  moke  the  difference" 


SfiLLV  fi.  HOOV€R,  R.P.T. 

PHVSICfiL  THCfiflPV  nSSOCIflT€S 


1.  SPIN€-n€lfiT€D  PROBL€MS  PPPROVCD  BV 


NCCK  & BRCK  PAIN 
T.MJ.  • H€RDnCH€S 
UJORK  HARDENING 
RACK  SCHOOL 


2.  SPORTS  IV\€DICIN€ 

CVBCXTCSTING 

CVBCXCXCRCISCCOUIP. 

FITNCSSCVALS. 

3.  ARTHRITIS  R€LRT€D  DIS6nS€S 

HIP,  KNCC  G FOOT 
SHOULDCR  • CIBOUJ 


4.  SUJIMTHCRRPV 


• BC/BS 

• CHRVSICR 

• G.M. 

• CIGNA 

• TOTAL  HCALTH  + 

• PRINCIPAL  HCALTH  CARC 

• SP€CTRRCRR€ 

• USHCRLTHCARC 

• UlORKCRSCOMP 

• UJORK  RCLATCD  RCCIDCNTS 

• MOTOR  VCHICLCACCIDCNTS 


M€DICRR€  C€RTIFI€D 


’ 3"  MOD€RN  LOCATIONS  TO  S€RV€  VOU 


1900  Newport  Gop  Pike 
UJiimington 
99^M800 


Keluuov  PlozQ 
314€.  Main  Street 
Neiuork 
737-9465 


635  Churchman's  Road 
Christiana/Newark 
737-9469 


Delaware  physicians 
found  800,000  good 
reasons  to  keep 
their  malpractice  coverage 


The  Delaware  physicians  insured  by  PHICO  got  a pretty  nice 
surprise  in  the  mail  — a check  for  their  share  of  over  $800,000  in 
premium  returns. 


That's  because  PHICO  offers  a dividend  plan  that 
shares  savings  from  better-than-expected  claims 
experience  and  investment  income  from  premiums. 

If  you're  not  in  on  the  plan,  see  your  agent  or  broker 
to  learn  more  about  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of 
your  premiums  back  for  a change. 


Exclusive  Endorsed  Insurer  of  the 
Medical  Society  of  Delaware 


1-800-382  1378 


N BRIEF 


:f  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  informa- 
ion  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166. 
nformation  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


RECENT  ADVANCES 
AND  CONTROVERSIES 
IN  GASTROINTESTINAL 
DISEASES 


Saturday,  December  7, 1991  at  Jefferson  Medical  College,  Jefferson  Alumni 
Hall,  1020  Locust  Street,  Philadelphia,  Pennsylvania.  6 AMA  Category  1 
credits.  This  course  is  designed  to  provide  primary  care  physicians  and 
gastroenterologists  with  current  information  on  advances  and  controversies 
in  gastrointestinal  diseases,  with  an  emphasis  on  clinical  problems.  Tables 
at  lunch  will  be  identified  by  topic  to  facilitate  discussion  among  participants 
and  faculty.  Physicians,  $50;  Fellows,  Occupational/Physical  Therapists  and 
Registered  Nurses,  $20.  Registration  fee  includes  course  materials,  continen- 
tal breakfast,  morning  break  and  lunch.  For  additional  information,  call 
Continuing  Medical  Education,  Jefferson  Medical  College  at  (215)  955-6992. 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D., 
Stephen].  Lawless,  M.D.,  Richard  Chesnick,  M.D. 

are  pleased  to  announce  that  effective  March  4,  1991 

Magnetic  Resonance  Imaging 

will  be  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  100 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 

(302)  737-5990 
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Since  1974,  Medlab  has  delivered  on  all  of  our  promises., 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that’s  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  ca 
your  Medlab  Representativii 
at  302-655-LABS. 

iiieiluil 

CLINICAL  TESTING  IN( 

...BECAUSE  QUALITY  IS  ESSENTIAL 


©1991,  Medlab,  Inc 


statement  of  Ownership,  Management  and  Circulation 

Act  of  August  12,  1970;  Section  3685,  Title  39;  United  States  Code 


Delaware  Medical  Journal,  published  monthly  at  1925  Lov^ering  Avenue, 
Wilmington,  Delaware  19806-2166. 

Location  of  known  office  publication  and  general  business  office  is  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806-2166. 


Publisher; 

Editor: 

Managing  Editor; 
Owner: 


Medical  Society  of  Delaware,  1925  Lovering  Avenue, 

Wilmington,  Delaware  19806-2166 

E.  Wayne  Martz,  M.D.,  1925  Lovering  Avenue, 

Wilmington,  Delaware  19806-2166 

Laurel  A.  Haring,  1925  Lovering  Avenue,  Wilmington, 

Delaware  19806-2166 

Medical  Society  of  Delaware,  1925  Lovering  Avenue, 
Wilmington,  Delaware  19806-2166 


Known  bondholders,  mortgagees,  and  other  security  holders:  none 

The  purpose,  function  and  nonprofit  status  of  this  organization  and  the  exempt 
status  for  federal  income  tax  purposes  have  not  changed  during  the  preceding 
12  months. 


Avg  # copies  each  Actual  # copies  single 

issue  published  during  issue  published  nearest 

Extent  and  Nature  of  Circulation  preceding  12  months  to  filing  date 


A. 

Total  Number  of  Copies  Printed 

1625 

1625 

B. 

Paid  Circulation 

1.  Sales  through  dealers  and  carriers, 
street  vendors,  and  counter  sales 

23 

15 

2.  Mail  Subscription 

1390 

1436 

C. 

Total  Paid  Circulation 

1413 

1451 

D. 

Free  distribution  by  mail,  carrier  or  other 
means  samples,  complimentary,  and  other 
free  copies 

55 

38 

E. 

Total  Distribution 

1468 

1489 

F. 

Copies  Not  Distributed 
1.  Office  use,  leftover,  unaccounted, 
spoiled  after  printing 

157 

136 

G. 

Total 

1625 

1625 
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“I  have  never  gotten  used 
to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 

Dr.  Aliza  Lifshitz,  Internist,  Los  Angeles,  California, 

Member,  American  Medical  Association 

Patients  come  to  physicians  for  many  reasons. 

Beyond  relief  from  pain,  they  seek  compassion,  empa- 
thy and  support.  AIDS  patients  receive  aU  of  these  and 
more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Mexico  City’s  finest  medical  schools,  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  California. 
Over  a third  of  her  patients  have  tested  HfV  positive. 

Most  live  below  the  poverty  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  means  to  be  a doctor,  and  what 
it  means  is  embodied  in  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  (AMA),”  states  Dr. 
Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with  her 
in  her  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  AMA  today. 

Member  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  lo  the  health  of  America 
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Drive  Toward 

Maximum  Participation  Begins 


My  main  goal  over  this  year  will  be  to  drive 
toward  maximum  participation  of  our  members 
in  the  matters  and  activities  of  the  Medical 
Society.  I do  feel  that  it  is  extremely  important 
that  all  members  of  the  Medical  Society  be  aware 
of  the  facilities  and  benefits  which  are  available 
to  them  as  members  of  the  Medical  Society  of 
Delaware. 

One  of  the  most  active  committees  in  our 
organization  is  the  Physicians’  Health  Commit- 
tee, currently  headed  by  Dr.  Carol  Tavani  as 
chairman.  This  committee  is  appointed  by  the 
president  and  serves  as  a component  and  special 
committee  of  the  Medical  Society  of  Delaware. 
Its  primary  mission  is  to  be  of  service  to  physi- 
cians with  health  problems  which  do  or  could 
impair  professional  functioning  and  thereby  pro- 
tect the  public  from  improper  health  care  by 
impaired  physicians. 

The  committee,  and  all  members  of  the  com- 
mittee, maintain  discreet  confidentiality  regard- 
ing the  identity  of  physicians  and  their  specific 
health  problems  and  the  type  of  assistance  to 
such  physicians.  Any  discussion  during  the  meet- 
ings and  in  the  course  of  the  committee’s  work  is 
kept  confidential.  Names  of  the  physicians  are 
not  recorded  in  committee  meetings  and  are 
kept  only  in  a special,  nonaccessible  file  and  are 
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available  only  to  committee  members.  It  must  be 
understood  that  this  does  not  preclude  appropri- 
ate sharing  of  information  with  the  state  Board 
of  Medical  Practice  as  required  by  the  Board. 

The  goal  of  the  committee  is  to  assist  physi- 
cians and  enhance  patient  care.  As  part  of  this 
goal,  identification  of  those  in  need  is  an  integral 
task  of  this  committee.  Since  some  health  prob- 
lems are  not  readily  recognized  or  acknowledged 
by  persons  with  such  disorders  as  deterioration 
of  mental  functioning,  inappropriate  conduct, 
substance  abuse  or  addictive  behavior,  informa- 
tion from  others  may  be  a first  step  in  identifying 
physicians  with  such  health  problems.  All  infor- 
mation received,  sometimes  in  the  form  of  com- 
plaints or  anonymous  reports,  will  be  evaluated. 
When  and  if  further  corroboration  is  indicated, 
the  committee  will  do  so  with  appropriate  discre- 
tion and  with  the  objective  of  being  helpful  to  the 
physician.  No  evaluation  will  be  made  nor  any 
action  taken  without  a meeting  with  the  physi- 
cian by  members  of  the  committee.  If  the  physi- 
cian should  resist  such  a meeting,  other  data 
may  be  utilized  in  making  an  evaluation  and 
determination  of  action  by  the  committee. 

If  it  is  determined  that  treatment  of  a physi- 
cian is  indicated,  the  committee  will  attempt  to 
facilitate  such  therapy.  If  the  physician’s  im- 
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pairment  constitutes  a threat  to  patients,  the 
physician  will  be  assisted  in  protecting  his  or 
her  patients  from  harm.  The  committee  may 
solicit  the  authority  of  the  Board  of  Medical 
Practice  to  enforce  restrictions  upon  an  im- 
paired physician  who  will  not  or  cannot  cooper- 
ate with  the  committee  for  treatment  and/or 
protection  of  patients. 

Inasmuch  as  every  case  is  unique,  this  com- 
mittee will  consider  each  case  carefully,  thor- 
oughly utilizingthe  medical  expertise  andjudge- 
ment  of  the  committee  members  and  other  ex- 
perts as  indicated. 

Although  specific  work  with  a physician 
may  be  carried  out  by  committee  members  des- 
ignated by  the  chairman,  no  definitive  decisions 
will  be  made  except  by  committee  action. 

I feel  that  it  is  extremely  important  that  the 
members  of  our  Society  be  aware  of  the  commit- 
tees which  are  available  to  be  of  assistance  to 
them  at  any  time.  I can  assure  you  that  I have 
asked  Dr.  Tavani  to  keep  me  aware  of  the 
activities  of  this  committee  as  president  of  our 
Society,  to  keep  me  informed  in  a general  fash- 
ion rather  than  supplying  me  with  confidential 
details.  All  of  our  members  should  be  aware  of 
the  facilities  available  to  them  through  the 
Medical  Society  of  Delaware,  and,  in  future 
issues,  I plan  to  bring  to  your  attention  those 
facilities  and  services  which  are  available  to  you 
as  members  of  the  Medical  Society  of  Delaware. 

I look  forward  to  a year  when  we  can  antici- 
pate maximum  participation  in  Society  matters 
from  all  of  the  members  of  our  Society. 


finding  a reliable  medienl  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  words  of  MASTER  CARE’S  sendee. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Aide  Dr.  Newark,  DE 

Cali  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 


CUSTOM  TOWNHOME 


Two-bedroom  Wilmington  townhome. 
Three  levels,  two -and-a- half  baths,  two 
fireplaces^  kitchen  with  dishwasher  and 
microwave,  washerldryer,  large  master 
bedroom  suite,  two  decks,  entertainment 
room  with  wet  bar  and  private  office. 


1200  Block  West  Street 
Yearly  rental  $900/month  + utilities 
For  more  information,  call 

427-2325 
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i\s  a part  of  the  Delaware  Physicians 
! nsurance  Purchasing  Group,  you  can  join 
Dther  physicians  who  are  associated  solely 
;o  better  control  their  malpractice  insur- 
ance destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  under- 
writes, selects  defense  experts  and 
monitors  defense  counsel.  They  work 
together  to  make  liability  insurance  more 
manageable  through  the  use  of  a self- 
insured  retention  program. 

This  program  is  a partnership  with  St. 

Paul  Fire  and  Marine  Insurance  Company, 
America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  the  excess  insur- 
ance, we  share  the  risk. 


This  results  in  risk  bearing,  risk  sharing 
and  profit  sharing. 

The  Delaware  Physicians  Insurance 
Purchasing  Group  provides  coverage 
for  employees,  partnerships  and  corp- 
orations at  competitive  prices.  Excess 
insurance  up  to  $10,000,000  is  available. 
It  also  features  coordinated  underwrit- 
ing and  claim  management. 

For  more  information,  call  us  at 
(302)  654-6334. 


Delaware  Physicians 
Insurance  Purchasing  Group,  Inc. 

P.O.  Box  26220,  Wilmington,  DE  19899 


More  than  1,300 
doctors  in  Marylai 
and  Delaware  hav( 
chosen  Princeton  1 
their  professional 
liability  coverage. 
It’s  easy  to  switch. 


Why  wait? 


Dr.  William  R.  Stern 
Gastroenterologist,  Rockville 

The  independent  agents 
who  represent  Princetbn 
put  you  first. 


Princeton  Insurance  Company 
4 North  Park  Drive 
Hunt  Valley,  MD  21030-1812 
301-785-0900 


Princeton, 
you’re  in 
good  company 


%y  agent  is  always  on 
the  lookout  for  me - 
comparing  rates,  coverages, 
and  company  stability 

He  recommended  Princeton 
because  it  offers  Occurrence 
Plus  coverage,  competitive  rates, 
and  it’s  a leading  writer  of 
medical  malpractice  insurance. 

I trusted  his  judgment.^  ^ 


GRAND  ROUNDS 


Obstructive  Nephropathy 


Daniel  Coar,  M.D. 


CASE  PRESENTATION  AND  DISCUSSION 

Daniel  Coar,  M.D. 

The  patient  is  a 42-year-old  white  female  with  a 
negative  past  medical  history.  Two  days  after  a 
Cesarean  section  with  hysterectomy,  she  was 
transferred  to  Jefferson  for  evaluation  of  anuric 
acute  renal  failure.  The  C-section  was  techni- 
cally difficult;  her  obstetrician  noted  that  there 
was  substantial  blood  loss  during  the  procedure 
with  associated  hypotension.  Oliguria  occurred 
in  the  immediate  post-operative  period,  unre- 
sponsive to  12  liters  of  fluid  over  12  hours. 
Serum  creatinine,  which  had  been  1.0  mg/dl 
prior  to  surgery,  was  2.1  mg/dl  the  day  after 
surgery,  and  3.3  mg/dl  on  the  second  post-opera- 
tive day.  A renal  ultrasound  revealed  normally 
sized  kidneys  without  evidence  of  obstruction  or 
hydronephrosis.  Renal  scan  the  first  post-opera- 
tive day  showed  only  decreased  perfusion  bilat- 
erally. 

On  arrival  at  Jefferson,  the  patient’s  blood 
pressure  was  140/90  mm  Hg  and  pulse  90  beats 
per  minute.  Her  heart  was  normal  without  gal- 
lops, rub,  or  murmur.  Rales  were  noted  to  the 
level  of  the  scapulae  bilaterally.  Her  abdomen 
was  soft,  nontender  without  palpable  masses  or 
bruits.  There  was  3-i-  pitting  edema  to  the  level  of 
the  thighs. 


Dr.  Coar  is  a member  ofthe  Section  of  Renal  and  Hypertensive 
Diseases  in  the  Department  of  Medicine,  Medical  Center  of 
Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medi- 
cine, Medical  Center  of  Delaware  on  October  17,  1991. 


The  patient’s  serum  creatinine  peaked  at 
10.3  mg/dl.  Because  of  fluid  overload,  she  re- 
quired hemodialysis.  The  underlying  cause  of 
her  anuric  renal  failure  remained  a mystery 
until  the  eleventh  hospital  day,  when  a bilateral 
retrogi'ade  pyelogram  was  performed  because  of 
low  back  pain.  This  study  revealed  complete 
bilateral  ureteral  obstruction.  Thereafter,  place- 
ment of  bilateral  nephrostomy  tubes  resulted  in 
a brisk  and  uneventful  diuresis.  Her  serum 
creatinine  rapidly  returned  to  her  baseline  level 
of  1.0  mg/dl.  She  was  discharged  with 
nephrostomy  tubes  in  place  and  returned  six 
months  later  to  the  urology  service  for  successful 
ureteral  reconstruction.  Her  renal  function  is 
currently  normal. 

DISCUSSION 

This  patient  had  anuric  acute  renal  failure  be- 
cause of  acute  obstruction.  The  term  “obstruc- 
tive nephropathy”  refers  to  renal  disease  that  is 
caused  by  impedance  of  flow  of  urine  or  tubular 
fluid.  Blockage  of  flow  can  result  in  increased 
pressure  behind  the  obstruction,  with  subse- 
quent damage  to  renal  tissue. 

Approximately  2 percent  of  hospitalized  pa- 
tients evaluated  for  acute  renal  failure  will  be 
found  to  have  obstruction  as  the  underlying 
etiology.  Experience  at  Jefferson  corroborates 
this  incidence:  between  July  and  October  1989, 
86  consults  were  seen  for  evaluation  of  acute 
renal  failure.  Four  (4.6  percent)  were  found  to 
have  acute  renal  failure  secondary  to  obstruc- 
tion. In  two  of  the  four,  obstructive  disease  was 
known  to  be  present  prior  to  presentation.  In 


Del  Med  Jrl,  December  1991-Vol.  63,  No.  12 


743 


Grand  Rounds  - Coar 


two,  acute  renal  failure  was  the  first  manifesta- 
tion of  their  disease. 

In  patients  deemed  to  be  at  high  risk  for 
obstruction,  30  percent  have  an  obstructive  pro- 
cess as  the  cause  of  their  acute  renal  failure. 
Several  high-risk  groups  can  be  identified  epi- 
demiologically.  Females  from  ages  20  to  40  are 
at  higher  risk  because  of  the  potential  for  ob- 
struction secondary  to  disease  or  procedures 
involving  their  reproductive  organs.  In  males 
greater  than  60  years  of  age,  obstructive 
uropathy  is  more  common  because  of  prostate 
disorders,  usually  either  benign  prostatic  hy- 
pertrophy or  malignancy. 

Obstructive  disease  can  be  classified  by  lo- 
cation, duration,  and  degree  of  obstruction.  Ob- 
struction can  occur  in  the  tubules  or  at  any  level 
of  the  urinary  tract.  The  renal  pelvis, 
ureteropelvic  junction,  ureter,  bladder  and 
ureterovesical  junction,  and  urethra  and  blad- 
der neck  are  clinically  important  sites  of  ob- 
struction. Obstruction  is  referred  to  as  acute  if 
present  for  hours  to  days,  subacute  if  present 
days  to  weeks,  and  chronic  if  present  for  months 
to  years.  Blockage  to  urine  flow  can  be  partial 
(incomplete)  or  total  (complete).  When  obstruc- 
tion is  the  cause  of  anuric  acute  renal  failure, 
complete  obstruction  is  most  likely. 

The  differential  diagnosis  of  obstructive  re- 
nal disease  includes  many  diverse  processes 
(Table  1).  Obstruction  may  result  from  intrinsic 
(intraluminal  or  intramural)  or  extrinsic  causes. 
Renal  calculi  are  the  most  common  cause  of 
obstruction.  However,  they  rarely  result  in  com- 
plete bilateral  obstruction  and  thus  are  rarely 
associated  with  acute  renal  failure.  In  multiple 
myeloma  and  other  paraproteinemias  protein 
may  be  deposited  within  tubules  with  resultant 
intraluminal  blockage.  In  patients  with 
polycystic  kidney  disease  and  gross  hematuria, 
blood  clots  can  cause  intraluminal  obstruction. 

Obstruction  secondary  to  intramural  pro- 
cesses can  be  either  functional  or  anatomical. 
The  most  common  functional  intramural  ob- 
struction is  neurogenic  bladder,  which  can  be 
secondary  to  such  diseases  as  diabetes  with 


INTRINSIC  CAUSES 
Intraluminal 
Intrarenal 
Uric  acid 
Multiple  myeloma 
Extrarenal 

Urinary  calculi 
Sloughed  papillae 
Blood  clots 
Intramural 
Functional 
Anatomical 
EXTRINSIC  CAUSES 
Reproductive  system 
Male  (Prostate) 

Female  (Pregnancy,  ovarian,  uterine,  cervical) 
Ga  stro  inte  stin  al 
Crohn’s  disease 
Pancreatic  pseudocyst 
Appendicitis 
Malignancy 
Vascular  system 

Aberrant  vessels  at  ureteropelvic  junction 
Aneurysm  of  aorta  or  iliac  arteries 
Retroperitoneal 

Inflammatory  (Fibrosis) 

Iatrogenic  (Surgical  ligation) 

Trauma 

Infection 

Hematoma 

Table  1.  Some  causes  of  urinary  tract  ob- 
struction. 


associated  autonomic  neuropathy,  Parkinson’s 
disease,  stroke,  upper  motor  neuron  disease,  or 
multiple  sclerosis.  Medications  can  also  predis- 
pose to  incomplete  emptying  and  functional 
obstruction.  Ureteral  strictures  and  posterior 
ureteral  valves  are  examples  of  anatomical  le- 
sions causing  intramural  obstruction.  Ureteral 
fibrosis  is  an  important  cause  of  obstruction  in 
transplant  patients,  who  may  have  scarred  ure- 
ters because  of  ischemia.  Extrinsic  causes  of 
obstruction  in  women  include  pregnancy  (usu- 
ally secondary  to  compression  of  the  right  ure- 
ter), fibroid  tumors,  ectopic  pregnancy  with 
associated  mass,  pelvic  inflammatory  disease, 
and  endometriosis.  In  addition  to  prostate  disor- 
ders, retroperitoneal  fibrosis  and  aberrantblood 
vessels  can  also  result  in  extrinsic  compression 
of  the  urinary  tract.  Disorders  of  the  gastroi- 
ntestinal tract,  such  as  colorectal  cancer  or 
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i, 

I 

Uncreatic  pseudocyst,  are  other  important 
iiuses  of  obstruction. 

j 

ATHOPHYSIOLOGY 

lacreased  intraluminal  pressure  is  the  earliest 
hange  after  acute  complete  obstruction  of  the 
J .rinary  tract.  In  the  normal  nonobstructed  kid- 
ley,  intraluminal  pressures  are  highest  in  the 
jiroximal  tubules,  with  a progressive  decrease 
n pressure  in  more  distal  aspects  of  the  nephron. 
As  urine  enters  the  ureters,  peristaltic  waves 
•esult  in  coaptation,  in  which  boluses  of  urine 
ire  moved  to  the  bladder.  During  coaptation, 
areteral  smooth  muscle  contraction  results  in 
complete  occlusion  of  the  lumen,  propelling  the 
bolus  of  urine  down  the  ureter.  Because  of 
complete  luminal  occlusion,  the  pressures  gen- 
erated during  coaptation  are  not  transmitted  in 
a retrograde  manner  to  the  renal  pelvis.  When 
flow  is  blocked  secondary  to  an  obstructive  pro- 
cess, intraluminal  pressures  increase.  As  the 
pressure  exceeds  that  generated  during 
coaptation,  no  further  waves  are  formed. 

i Coaptation  ceases,  and  intraluminal  pressures 

r are  transmitted  to  the  renal  pelvis  and  papillae. 

'With  dilatation,  intraluminal  pressure  de- 
creases, but  remains  above  baseline. 

Dilatation  occurs  when  the  formation  of 
urine  exceeds  outflow.  This  can  occur  in  com- 
plete obstruction  or  in  incomplete  obstruction 
when  the  rate  of  urine  formation  exceeds  the 
obstructed  ureter’s  ability  to  remove  it.  Dilata- 
tion can  also  occur  in  states  of  rapid  diuresis, 
even  when  the  ureters  are  normal  and 
unobstructed.  In  states  of  low  urine  formation, 
such  as  probably  existed  in  today’s  patient,  who 
may  have  had  an  element  of  acute  tubular 
necrosis  post-operatively,  dilatation  occurs 
slowly,  even  with  complete  obstruction. 

Several  physiologic  changes  occur  within 
the  kidney  after  acute  obstruction.  Initially, 
there  is  a hyperemic  phase  during  which  the 
afferent  arteries  dilate  and  renal  blood  flow 
increases.  This  vasodilatation  can  be  suppressed 
by  cyclo-oxygenase  inhibitors,  suggesting  me- 
diation by  vasodilator  prostaglandins.  During 
the  hyperemic  phase,  autoregu-lation  of  renal 
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blood  flow  diminishes  markedly  ifhigh  ureteral 
pressures  exist,  so  that  renal  blood  flow  becomes 
a direct  function  of  systemic  blood  pressure. 

After  two  to  five  hours,  the  kidney  enters  a 
vasoconstrictor  phase  in  which  renal  blood  flow 
decreases  to  less  than  baseline.  In  unilateral 
disease,  this  is  likely  caused  by  afferent  arterio- 
lar constriction  mediated  by  prostaglandins  and/ 
or  the  renin-angiotensin  system.  However,  in 
bilateral  disease,  afferent  arteriolar  resistance 
does  not  increase,  making  the  mechanism  less 
clear. 

The  glomerular  filtration  rate  (GFR)  de- 
clines as  a result  of  obstruction;  the  rate  of 
decline  is  faster  in  bilateral  than  in  unilateral 
disease.  The  decline  in  GFR  is  caused  by  de- 
creased renal  blood  flow,  possibly  mediated  by 
the  vasoconstrictor  prostaglandins  and  by  the 
renin-angiotensin  system.  Micropuncture  stud- 
ies in  rats  have  confirmed  that  the  high 
intraluminal  pressures  generated  by  an  ob- 
structive process  result  in  decreased  filtration 
as  well. 

The  initial  decline  in  GFR  secondary  to 
obstruction  is  usually  reversible.  However,  with 
prolonged  obstruction,  increased  intraluminal 
pressures  are  associated  with  the  development 
of  renal  atrophy.  Decreasing  amounts  of  viable 
renal  tissue  make  the  return  of  renal  function 
less  likely. 

The  renal  handling  of  salt  and  water  is 
abnormal  in  the  presence  of  obstruction.  Be- 
cause of  decreased  GFR,  sodium  and  water  are 
initially  retained.  With  continued  obstruction, 
an  impaired  ability  to  concentrate  the  urine  is 
seen.  This  may  result  from  a defect  in  transport 
of  sodium  chloride  in  the  ascending  limb  of  the 
loop  of  Henle  with  consequent  lowering  of  tonic- 
ity of  the  medullary  interstitium  and  loss  of  the 
driving  force  for  movement  of  water  from  the 
collecting  duct  to  the  interstitium.  In  addition  to 
impairment  of  urine  concentratingability,  some 
patients  with  obstructive  nephropathy  have  been 
found  to  have  vasopressin-resistant  (nephro- 
genic) diabetes  insipidus.  Because  of  these  ab- 
normalities, hypernatremia  is  a common  occur- 
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rence  in  obstructive  nephropathy.  In  situations 
of  prolonged  obstruction,  the  fractional  excre- 
tion of  sodium  per  nephron  increases,  but  total 
sodium  and  water  excretion  remains  low  be- 
cause of  a decrease  in  the  number  of  functioning 
nephrons. 

Acidosis  also  occurs  as  a consequence  of 
obstructive  nephropathy.  Thisismostfrequently 
seen  in  chronic  partial  obstruction.  Distal 
reabsorption  of  bicarbonate  decreases,  as  does 
distal  tubular  acidification.  This  results  in  a 
decreased  serum  pH  and  a nonanion  gap  acido- 
sis. When  acute  renal  failure  occurs,  there  may 
be  a superimposed  anion  gap  acidosis  secondary 
to  retention  of  unmeasured  anions. 

PATHOLOGY 

As  the  renal  pelvis  dilates,  the  kidney  becomes 
edematous.  Atrophy  occurs  after  prolonged  ob- 
struction. Initially,  kidney  weight  increases; 
after  four  to  eight  weeks,  weight  decreases  as 
atrophy  surpasses  edema.  On  gross  inspection 
of  obstructed  kidneys,  wedges  of  congestion  and 
scattered  areas  of  infarcts  and  ischemia  are 
seen.  Microscopically,  there  is  flattening  of  pa- 
pillae with  dilatation  of  distal  nephron  seg- 
ments. Proximal  portions  initially  dilate,  then 
atrophy.  By  four  weeks,  the  cortical  and  medul- 
lary thickness  has  decreased  by  50  percent.  At 
eight  weeks,  only  a thin  rim  of  parenchyma 
remains,  consisting  of  predominantly  connec- 
tive tissue  with  few  glomeruli. 

Three  factors  influence  the  severity  of  patho- 
logical changes  secondary  to  obstruction;  1) 
superimposed  infection  can  increase  the  sever- 
ity; 2)  higher  degrees  of  obstruction  cause  more 
severe  lesions;  3)  obstruction  secondary  to  more 
proximal  lesions  results  in  more  severe  patho- 
logical changes.  The  mechanisms  responsible 
for  the  atrophy  seen  in  obstruction  are  ischemia, 
increased  intraluminal  pressure,  infection,  and 
intrarenal  reflux.  As  previously  discussed,  re- 
nal blood  flow  is  decreased  with  obstruction, 
leading  to  cell  death  and  atrophy.  Elevated 
intraluminal  pressures  in  the  tubules  and  col- 
lecting system  may  also  cause  atrophy.  Ob- 
struction predisposes  the  kidney  to  infection, 
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which  may  accelerate  the  development  of  atro  * 
phy.  Finally,  intrarenal  reflux,  possibly  result  i 
ingfrom  increased  pyelocalyceal  pressure,  also  ' 
occurs  in  obstructive  nephropathy  and  ma;y 
contribute  to  cortical  atrophy. 

CLINICAL  PRESENTATION 

The  symptoms  and  signs  of  obstructive 
nephropathy  are  variable  and  nonspecific.  Of- 
ten, the  predominant  manifestation  is  decreased  ; 
renal  function.  Other  findings  may  include  ab- 
dominal or  back  pain,  abdominal  mass,  change  i 
in  urine  output,  recurrent  urinary  tract  infec-i  i 
tion,  polycythemia,  hypertension,  hematuria,jj 
non-anion  gap  acidosis,  andhypernatremia.  Pain 
occurs  secondary  to  stretching  of  the  collecting 
system  or  the  renal  capsule  because  of  increased 
intraluminal  pressure  and  dilatation.  The 
amount  of  pain  correlates  with  the  rate  of  dila- 
tation: acute  complete  obstruction  results  in 
more  pain  than  chronic  partial  obstruction.  Even 
though  dilatation  and  hydronephrosis  are 
present,  palpable  kidneys  are  rare. 

Anuria  occurs  only  if  obstruction  is  bilateral 
and  complete.  Either  polyuria  or  intermittent 
oliguria  with  polyuria  can  occur  with  partial  or 
intermittent  obstruction. 

Patients  with  obstruction  are  at  increased 
risk  for  infection.  In  one  study,  8.6  percent  of 
males  with  benign  prostatic  hypertrophy  and 
post-void  residual  volumes  of  greater  than  50 
cc’s  had  an  ongoing  urinary  tract  infection. 
Hypertension,  secondary  to  either  volume  ex- 
pansion or  to  an  activated  renin-angiotensin 
system,  is  frequently  seen  with  obstruction. 
Polycythemia  has  also  been  described  in  pa- 
tients with  obstruction.  Increased  erythropoi- 
etin levels  have  been  demonstrated  in 
polycythemic  animals  with  obstruction.  How- 
ever, this  has  not  been  reproducible  in  humans, 
perhaps  because  of  problems  with  the  erythro- 
poietin assay. 

DIAGNOSIS 

Diagnosis  of  obstruction  in  the  setting  of  acute 
renal  failure  is  usually  straightforward.  Ultra- 
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sound  of  the  kidneys  is  the  screening  procedure 
of  choice;  the  collecting  system  may  not  be 
visualized  by  contrast  agents,  and  dye  may 
cause  further  deterioration  of  renal  function. 
Ultrasound  has  been  reported  to  have  a sensi- 
tivity of  greater  than  90  percent  in  the  diagnosis 
of  obstruction.  False  negatives,  as  in  the  patient 
presented  today,  are  seen  in  diseases  in  which 
obstruction  is  present  without  hydronephrosis. 

Ultrasound  has  a high  false  positive  rate  as 
well.  It  may  pick  up  clinically  insignificant 
increases  in  renal  pelvic  volume  which  are  un- 
related to  an  obstructive  process.  Eight  to  26 
percent  of  patients  with  hydronephrosis  by  ul- 
trasound have  no  obstruction  demonstrated  by 
IVP.  F or  these  reasons,  ultrasound  results  must 
be  carefully  considered  in  light  of  the  clinical 
presentation;  other  procedures  may  be  required 
for  definitive  diagnosis. 

Several  other  studies  can  be  useful.  Plain 
films  of  the  abdomen  may  show  calculi,  a dis- 
crepancy in  kidney  size,  or  even  an  enlarged 
prostate.  Renal  scans  may  be  useful  in  patients 
who  have  adequate  glomerular  filtration. 
Technesium-labeled  diethylenetriaminepent- 
acetic  acid  (®®"’Tc-DPTA)  is  more  than  90  percent 
sensitive  is  detecting  obstruction;  false  nega- 
tives are  secondary  to  poor  visualization  be- 
cause of  decreased  renal  function.  Renal  scans 
can  be  especially  useful  in  states  of  partial 
obstruction  when  used  in  conjunction  with 
furosemide  to  increase  urine  flow. 

When  compared  to  intravenous  pyelography 
(IVP),  anatomic  definition  in  renal  scans  is  more 
limited.  However,  the  risk  of  dye-induced  injury 
and  the  amount  of  radiation  are  both  less  with 
the  nuclear  study. 

Computerized  tomography  of  the  kidneys 
can  also  detect  hydronephrosis,  but  is  not  usu- 
ally required  to  make  the  diagnosis.  It  can  be 
useful  in  identification  of  the  cause,  such  as 
radiolucent  stones,  adenopathy,  fibrosis,  or  neo- 
plasm. 

IVP  is  the  procedure  of  choice  to  define  the 
site  of  obstruction.  If  the  dye  does  not  visualize 
the  collecting  system,  antegrade  or  retrograde 
pyelography  may  be  of  help.  Both  require 
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cannulation  of  the  urinary  outflow  tract.  In  the 
antegrade  pyelogram,  a catheter  is  passed  cuta- 
neously  into  the  renal  pelvis;  in  a retrograde 
pyelogram,  the  catheter  is  introduced  cysto- 
scopically  into  the  ureter.  In  both,  dye  is  then 
injected,  and  radiographs  taken.  Both  demon- 
strate obstruction  well.  Antegrade  pyelography 
is  a percutaneous  procedure  which  requires 
sterile  technique  and  in  which  there  is  a risk  of 
renal  trauma,  bleeding,  and/or  extravasation  of 
urine. 

The  advantages  of  anterograde  pyelography 
are  that  nephrostomy  tubes  can  be  placed  and 
the  obstruction  relieved  at  the  time  of  the  proce- 
dure. The  Whittaker  test  can  also  be  performed 
with  the  antegrade  procedure.  In  this  test,  fluid 
is  run  into  the  ureter  at  10  cc/min  and  a pressure 
gradient  calculated  between  the  renal  pelvis 
and  the  bladder.  An  increased  gradient  is  sug- 
gestive of  partial  obstruction. 

TREATMENT 

Initial  treatment  of  obstruction  should  be  aimed 
at  managing  life-threatening  aspects  of  the  dis- 
ease. Infection,  acidosis,  and  serious  distur- 
bances in  electrolytes  or  volume  status  should 
be  corrected  as  soon  as  feasible.  Immediate 
dialysis  may  be  necessary  in  patients  with  acute 
renal  failure  complicated  by  severe  hyper- 
kalemia, acidosis,  or  volume  overload. 

After  the  patient  is  initially  stabilized,  spe- 
cific attempts  to  define  the  cause  of  obstruction 
and  to  correct  it  should  be  undertaken.  This  is 
usually  done  by  or  in  concert  with  a urologist.  If 
the  obstructing  lesion  cannot  be  removed,  or  if 
the  obstruction  if  functional,  urinary  diversion 
may  be  required. 

In  acute  renal  failure  secondary  to  obstruc- 
tion, satisfactory  correction  often  completely 
restores  renal  function.  The  two  most  important 
prognostic  indicators  are  duration  of  obstruc- 
tion and  the  presence  or  absence  of  infection.  If 
infection  is  present,  there  is  less  chance  of  full 
return  of  function. 

There  are  no  good  studies  in  humans  corre- 
lating duration  of  obstruction  with  recovery  of 
renal  function.  However,  it  is  well  known  that 
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the  longer  the  obstruction  persists,  the  more 
incomplete  the  recovery  of  renal  function.  In 
dogs,  if  the  obstruction  lasts  less  than  seven 
days,  full  return  of  function  occurs  after  relief. 
If  the  obstruction  lasts  seven  to  14  days,  relief 
results  in  70  percent  return  of  function.  If  the 
obstruction  lasts  28  days,  only  30  percent  of 
function  is  recovered.  And  if  the  obstruction 
lasts  longer  than  42  days,  there  is  almost  no 
return  of  function  foil  owing  relief  of  the  obstruc- 
tion. 

POST-OBSTRUCTIVE  DIURESIS 

Often  a brisk  salt-and-water  diuresis  ensues 
following  decompression.  The  fractional  excre- 
tion of  sodium  may  be  as  high  as  20  percent,  and 
water  excretion  may  be  up  to  nine  times  normal. 
The  length  of  diuresis  is  variable,  but  seems  to 
be  directly  proportional  to  the  duration  of  ob- 
struction. 

Multiple  explanations  have  been  advanced 
to  explain  this  diuresis.  In  part,  it  may  be 
explained  by  volume  expansion  occurring  dur- 
ing the  obstructed  phase.  Osmotic  diuresis  from 
retained  urea  or  other  active  osmoles,  an  as  yet 
unidentified  natriuretic  factor,  or  impairment 
of  urinary-concentrating  ability  may  also  con- 
tribute. 

A final  cause  of  prolonged  diuresis  may  be 
replacement  fluids  administered  by  the  physi- 
cian. Continued  cc-for-cc  replacement  in  an 
already  euvolemic  or  slightly  hypervolemic  pa- 
tient will  result  in  continued  diuresis. 

Renal  acidification  often  remains  impaired 
after  relief  of  obstruction.  Patients  may  have  a 
persistent  nonanion  gap  acidosis  from  classic 
distal  renal  tubular  acidosis,  type  IV renal  tubu- 
lar acidosis,  or  a proximal  tubular  bicarbonate 
leak. 

Potassium  excretion,  impaired  during  ob- 
struction, is  often  increased  after  relief.  Cal- 
cium and  magnesium  excretion  also  increase 
during  diuresis.  Phosphorus  excretion  can  in- 
crease dramatically  during  the  diuretic  phase: 
there  have  been  case  reports  of  one  patient  with 
a phosphorus  excretion  of  700  mg  and  another 
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with  a fractional  excretion  of  phosphorus  of  76 
percent  during  the  diuretic  phase. 

Management  of  post-obstructive  diuresis 
requires  meticulous  attention  to  detail.  Careful 
monitoring  ofthe  patient’s  vital  signs  and  physi- 
cal examination  provide  clues  to  volume  status. 
In  addition,  frequent  measurements  of  electro- 
lytes, magnesium,  calcium,  and  phosphorus  are 
necessary,  with  vigorous  replacement  if  neces- 
sary. 

SUMMARY 

In  summary,  obstructive  nephropathy  accounts 
for  2 to  10  percent  of  acute  renal  failure.  Clinical 
signs,  such  as  anuria  with  a rising  serum  creati- 
nine, with  or  without  low  back  pain,  may  sug- 
gest the  diagnosis.  Ultrasound  is  a good  screen- 
ing test,  but  pyelography  may  be  required  to 
make  the  diagnosis.  Treatment  is  primarily 
aimed  at  relieving  the  obstruction  and  manag- 
ing the  post-obstructive  diuresis.  If  found  early, 
even  patients  with  complete  obstruction,  once 
relieved,  experience  a complete  return  of  renal 
function. 

A physician:  Would  you  comment  on  the  choice 
of  waiting  six  months  to  repair  the  ligated 
ureters  versus  making  the  repair  at  day  11. 

Dr.  Coar:  The  urologist  felt  that  by  day  11, 
there  was  already  scar  tissue  in  the  area.  He  felt 
that  the  reconstruction  of  the  ureters  would  be 
easier  after  six  months  when  fibrosis  had  com- 
pletely developed.  If  the  ligation  could  have 
been  picked  up  after  only  one  or  two  days,  he 
would  have  performed  ureteral  reconstruction 
at  that  time. 

A physician:  Are  there  any  clues  to  suggest 
that  only  one  side  is  affected? 

Dr.  Coar:  If  only  unilateral  involvement  is 
present,  acute  renal  failure  will  not  develop, 
and  it  may  be  difficult  to  make  the  diagnosis. 
The  development  of  a distal  RTA  or  changes  in 
urine  output  might  be  clues.  If  the  kidney  is 
dilated  or  the  capsule  stretched,  pain  might  also 
be  present. 
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A physician;  Are  there  any  studies  measuring 
atrial  natriuretic  factor  in  patients  with  ob- 
struction? 

Dr.  Coar:  In  one  study  in  which  it  was  mea- 
sured, it  was  not  elevated.  This  was  several 
years  ago,  and  the  assay  might  not  have  been 
sensitive.  This  may  be  similar  to  the  situation  I 
mentioned  with  erythropoietin.  In  case  reports 
of  patients  with  obstruction  and  polycythemia 
several  years  ago,  erythropoietin  levels  were 
not  elevated.  However,  current  assays  might 
detect  elevated  levels. 
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NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  eomplexities  of  designing— and  administering— retirement  plans. 
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SPECIAL  REPORT 


Medical-Care  Funding  Alternatives 


In  recent  months,  we  have  seen  four  Delaware-generated  proposals  for  changes  in  the  method  of  delivering  and  funding  medical  care.  All  have 
much  in  common,  but  they  differ  in  details.  Three  are  published  here  for  comparison.  The  fourth,  by  Professor  Laurence  Seidman,  University 
of  Delaware,  is  being  rewritten  and  is  not  available  yet.  It  will  be  published  in  a subsequent  issue  of  the  Delaware  Medical  Journal. 

E.  Wayne  Martz,  M.D. 


Model  Health  Delivery  Pilot  Project 

Thomas  P.  Eichler 
Secretary  of  Health  and  Human  Services 
State  of  Delaware 

The  following  is  a proposal  to  the  Delaware  Health  Care 
Commission  for  a demonstration  project  which  will 
address  on  a pilot  basis  the  current  issues  facing  our  state 
on  access  to  care,  cost,  and  quality.  The  proposed  pilot 
is  intended  to  further  the  development  of  knowledge 
necessary  for  resolution  of  these  challenging  issues 
through  experience  derived  from  implementation  of 
the  proposal. 

The  proposed  pilot  demonstration  project  is  devel- 
oped based  on  several  assumptions  about  what  the 
health-care  delivery  system  will  ultimately  look  like 
when  the  Commission’s  goal  of  health  access  for  all 
Delawareans  is  met; 

Managed  care  will  occupy  an  increasing  share  of 
total  care  provided,  particularly  among  those  pres- 
ently uninsured; 

The  health  delivery  system  in  Delaware  will  maxi- 
mize the  utilization  of  federal  funding  and  partici- 
pation; 

The  capacity  of  the  primary  care  delivery  system 
will  expand  relative  to  specialists,  and  the  physi- 
cian health-care  team  will  increase  reliance  on  al- 
lied professions; 


Insurance  reform  will  result  in  a more  rational 
climate  for  employers  to  make  decisions  regarding 
the  provision  of  health-insurance  benefits; 

All  citizens  will  have  their  own  access  card  in  hand, 
although  the  sponsorship  of  each  one’s  personal 
card  will  vary  considerably  between  employer- 
sponsored  insurance.  Medicare,  Medicaid,  and  other 
commercial  insurance. 

The  proposed  pilot  project  is  intended  to  advance 
access  to  care  for  the  uninsured,  consistent  with  the 
expectations  that  Delaware’s  future  health-care  system 
will  include  these  characteristics. 

Background 

Today  about  seven  out  of  eight  Delawareans  enjoy 
access  to  health  care  with  the  knowledge  that  paying  the 
bill  will  be  within  their  means  because  of  coverage 
under  commercially  available  health  insurance,  usually 
provided  through  the  workplace,  or  government-pro- 
vided coverage  (Medicare,  Medicaid,  General  Assis- 
tance Health  First). 

About  one  of  eight,  or  about  72,000,  Delawareans 
lack  such  coverage.  Previous  research  has  demonstrated 
that  the  majority  of  these  uninsured  are  family  members 
where  the  head  of  household  is  working  full-time. 
These  individuals  and  families  are  working  but  are 
medically  indigent.  They  typically  lack  sufficient  dis- 
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posable  income  to  allow  them  to  purchase  on  their  own, 
commercially  available  health  insurance  --  $350  to  over 
$900  in  some  cases;  their  employer  does  not  afford  them 
this  benefit;  and  they  are  not  eligible  for  government 
coverage  for  any  number  of  several  reasons;  age,  in- 
come, not  disabled,  family  composition. 

This  lack  of  coverage  has  been  determined  to  be  a 
serious  detriment  to  access  to  primary,  preventive, 
health  care.  Typically,  this  also  results  in  delayed  entry 
into  the  health-care  system,  often  at  emergency  rooms. 
These  medically  indigent  individuals  also  contribute 
to  the  rising  financial  burden  of  uncompensated  hospi- 
tal stays. 

Trends  at  a Crossroads 

Since  World  War  II,  health-insurance  benefits  have 
increasingly  become  a benefit  of  employment.  Ini- 
tially, rising  costs  of  health  care,  particularly  hospital- 
ization, created  enthusiasm  for  shifting  these  costs  from 
the  consumer  (employee)  to  the  employer.  This  had  the 
advantages  of  spreading  the  health-insurance  risks 
among  a more  cost-effective  insurance  pool,  as  well  as 
shifting  the  cost  from  the  employee  paying  to  the 
employee  enjoying  a tax-free  benefit,  while  the  em- 
ployer receives  tax  advantages  of  providing  the  benefit 
- the  first  cost-shift. 

This  trend  toward  greater  employer-based  cover- 
age for  the  labor  force  was  Joined  in  1965  by  federal 
legislation  which  created  new  health  coverage  pro- 
grams for  some  of  those  not  working.  These  new  pro- 
grams were  made  as  amendments  to  the  Social  Security 
Act.  Medicare,  a social  security  benefit,  provides  ex- 
tensive but  not  complete  coverage  for  the  elderly  and 
disabled.  Medicaid  provides  even  more  extensive  cov- 
erage for  eligible  welfare  recipients  and  other  categori- 
cally eligible  individuals  in  relation  to  their  poverty 
status. 

Employer-based  insurance  and  these  publicly 
funded  health  coverage  programs  have  combined  to 
provide  coverage  to  about  seven  out  of  eight  of  our 
citizens.  The  reality  of  rising  health  costs  have  served  to 
heighten  the  demand  for  both  employer-based  and 
publicly  sponsored  health-care  coverage.  For  many 
years  these  trends  rode  along  together  with  the  realiza- 
tion that  a health  access  “card,”  whether  insurance-  or 
government-provided,  has  gone  from  being  a “com- 
fort” to  a “necessity”  for  the  security  of  individuals 
and  their  families. 
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The  parallel  rise  of  these  trends  toward  universal 
coverage  and  rising  costs  has  stopped.  Health  costs  ■ 
continue  to  rise  at  sharper  rates;  however,  progress 
toward  including  increasing  numbers  of  working  people 
and  their  families  has  been  confronted  by  the  sharply  ' 
rising  costs  of  health  care  to  the  point  where  the  expan- 
sion of  employer-based  insurance  is  no  longer  occur- 
ring. In  fact,  contraction  may  actually  be  occurring  as 
health-care  costs  have  become  the  fastest  increasing 
component  of  the  gross  national  product. 

Employers  are  presently  faced  with  decisions  on 
the  provision  of  health-insurance  benefits,  which  in- 
clude whether  to  provide  the  benefit  at  all,  whether  to 
include  dependent  coverage,  and  whether  to  reduce  the 
employer -paid  benefit  in  favor  of  more  cost-sharing  by 
the  employee.  For  the  small-business  employer,  these 
decisions  are  further  complicated  by  the  small-group 
insurance  market,  which  has  become  increasingly  un- 
predictable, making  normal  business  decisions  in  favor 
of  providing  insurance  more  difficult. 

While  some  modest  expansion  of  the  publicly 
funded  programs  is  still  occurring,  federal  budget  defi- 
cits and  state  revenues  curtailed  by  the  recession  and 
competing  demands  are  actually  resulting  in  reduced 
federal  Medicare  benefits  and  rollback  of  Medicaid 
benefits  in  some  states. 

In  summary,  the  four-decade  trend  toward  re- 
moval of  the  financial  barrier  to  health  care  for  indi- 
viduals and  families  has  been  halted  by  the  sharply 
rising  cost  of  health  care.  In  fact,  signs  that  the  trend  is 
in  danger  of  reversal  are  beginning  to  appear. 

Another  trend  at  work  in  the  post-World  War  II  era 
is  the  improvement  of  health  trends.  Both  illness  and 
death  statistics  have  been  driven  down  at  the  same  time 
that  financial  access  has  been  increased.  However,  the 
rate  of  improvement  in  these  health  statistics  has  been 
greater  in  other  industrialized  nations  than  has  been  the 
case  in  the  United  States.  These  other  nations  typically 
enjoy  universal  access  to  care,  significantly  lower  per 
capita  costs,  and  better  health  outcomes  in  terms  of 
illness  and  longevity. 

The  fact  that  so  many  other  nations,  our  allies  and 
competitors,  have  been  able  to  provide  access,  lower 
costs,  and  higher  quality  have  inspired  all  major  seg- 
ments of  the  community,  including  employers,  provid- 
ers, and  public  policy  makers,  to  seek  solutions  that  go 
beyond  the  prevailing  trends. 
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What’s  Different  in  Delaware 

Delaware  mirrors  the  national  trends  and  circumstances 
in  most  respects.  Some  exceptions  may  be  significant. 
Previous  research  has  documented  that  Delaware’s 
hospitals  rank  high  in  per  capita  burden  of 
uncompensated  care  they  provide.  Also,  Delaware’s 
health-insurance  rates  are  higher  than  those  of  our 
neighbors,  making  the  decision  to  offer  this  benefit 
relatively  more  difficult  for  employers  in  Delaware. 

These  two  Delaware  exceptions  are  linked.  Dela- 
ware has  no  “public”  hospitals,  with  the  exception  of 
Delaware  State  Hospital,  a facility  limited  to  adult 
mental  health.  Consequently,  the  cost  of  indigent  care 
often  paid  for  by  tax  dollars  in  other  states  is  incurred 
by  the  state’s  nonprofit  hospitals.  The  cost  of  these 
nonpaying  patients  results  in  higher  charges  by  the 
hospitals  as  they  strive  to  recover  costs,  which  in  turn 
results  in  higher  health-insurance  rates  - cost-shift. 

All  states’  hospitals  experience  this  due  to  bad 
debt,  under-funding  of  federal  Medicare  services,  and 
indigent  care.  Delaware,  however,  recently  ranked  sixth 
in  uncompensated  care  by  its  hospitals,  at  least  in  part 
because  of  these  Delaware-specific  circumstances. 

While  Delaware’s  uncompensated  care  and  insur- 
ance rates  provide  some  distinguishing  factors,  overall 
health  costs  in  the  state  compare  favorably  with  neigh- 
boring states’. 

It  is  against  this  background  that  the  Delaware 
Health  Care  Commission  has  the  opportunity  to  de- 
velop demonstration  projects  that  will  further  our 
ability  to  evolve  the  current  health-care  system  to  one 
which  includes  the  remaining  one  out  of  eight  with  no 
coverage,  heightens  the  likelihood  that  those  already 
covered  will  remain  so,  while  providing  quality  that 
does  not  come  at  the  expense  of  other  worthy  commu- 
nity needs. 

Proposed  Model 

It  is  proposed  that  the  Commission  consider  a demon- 
stration which  addresses  these  criteria  through  the: 

development  of  a free-standing  health  manage- 
ment organization  (HMO) 

to  serve  a defined  catchment  area  with  managed 

care 
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on  a capitated  basis 
by  salaried  health  professionals 
integrating  private  and  public  funding  sources. 
The  Vision 

The  demonstration  project  (the  center)  as  envisioned 
would  provide  an  attractive,  businesslike  setting  com- 
parable to  other  managed  health  settings.  The  project 
operator  would  likely  be  a not-for-profit  corporation. 
Physicians  and  other  health-care  professionals,  includ- 
ing physician  assistants,  nurse  practitioners,  and  their 
staff,  would  provide  scheduled  appointments  as  in  any 
physician’s  office. 

Those  needing  specialized  care  and  inpatient  hos- 
pital care  would  receive  needed  referrals  under  a man- 
aged-care arrangement.  Hospital  inpatient  care  would 
also  be  provided  with  the  center’s  staff  having  normal 
staff  privileges. 

Those  being  served  by  the  center  would  have  a 
“card”  with  their  account  number,  entitling  them  to 
access.  The  card  would  be  honored  by  the  center  and 
those  to  whom  the  center’s  staff  makes  referrals  except 
when  it  is  needed  on  a true  emergency  basis. 

Patients  of  the  center  would  include  any  employ- 
ees covered  by  employers  electing  the  center  as  their 
provider,  any  private  individuals  who  elect  to  pur- 
chase a private  policy  for  care  at  the  center,  Medicaid 
clients  choosing  this  option,  and  those  clients  of  the 
state’s  new  General  Assistance  Health  First  program 
whose  location  is  convenient  to  the  center. 

A “basic”  health-care  insurance  product  result- 
ing from  the  Commission’s  reform  initiatives  will  be  a 
standard  offering  of  commercial  insurance  providers. 
The  product  will  offer  limited  drug  and  alcohol  and 
mental  health  services,  relying  on  access  to  these  pro- 
grams through  existing  public  purchase  of  care  arrange- 
ments with  private  providers. 

A further  discount  for  participating  in  the  center’s 
program  would  be  marketed  by  insurance  sales  repre- 
sentatives and  associations  promoting  membership 
through  group  insurance  access  because  of  the  center’s 
lower  costs. 
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An  assumption  is  that  further  development  of  this 
type  of  “closed  panel”  managed-care  approach  is  con- 
sistent with  what  is  likely  to  be  an  important  dimen- 
sion of  health  care  provision  in  the  future.  More  needs 
to  be  learned  about  the  acceptance  of  this  form  of  care 
in  contrast  to  the  conventional  practice  of  going  to  a 
private  physician  office  on  a fee-for-service  basis.  Some 
experience  in  Delaware  and  elsewhere  raises  questions 
about  acceptability  and  actual  cost  advantages  of  this 
model  of  care.  The  model  will  also  confront  the  issue  of 
willingness  of  physicians  to  practice  in  this  setting 
exclusively. 

It  is  believed  that  the  target  clientele,  who  are 
basically  low  income,  are  not  knowledgeable  consum- 
ers of  health  care  and  will  benefit  from  a strong  educa- 
tional component  directed  at  "wellness”  health  promo- 
tion and  preventive  care.  These  opportunities  can  be 
best  provided  in  a care  provision  model  which  features 
this  philosophy  rather  than  a private  office  setting. 

Insurance  Reform 

The  demonstration  project  would  take  full  advantage 
of  insurance  reform  developments  coming  from  the 
Commission’s  initiatives.  Hopefully,  these  will  in- 
clude several  steps  to  rationalize  the  market,  especially 
for  small  employers,  while  minimizing  insurance  costs 
through  such  features  as: 

a basic  health-care  package,  emphasizing  preven- 
tive and  primary  care; 

benefits  from  community  rating,  guaranteed  re- 
newal, and  limits  on  annual  rate  increases;  and 

other  possible  developments,  such  as  reinsurance 
pool  and  malpractice  reforms. 

Product  Affordability 

A major  test  of  the  center  is  the  extent  that  it  can  offer 
a health-care  product  that  is  affordable.  In  addition  to 
having  the  advantage  of  the  insurance-reform  initia- 
tives being  developed  by  the  Commission  and  the 
expected  advantages  of  managed  care,  the  center  would 
also  seek  to  offer  a lower-cost  product  by  exploring 
innovative  opportunities  for  integration  of  public  and 
private  coverage. 
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Interesting  new  opportunities  now  are  conceiv- 
able. The  federal  Medicaid  program  will  now  fund 
prenatal  and  infant  care  for  clients  up  to  185  per  cent  of 
the  federal  poverty  level.  Children  up  to  age  six  are 
covered  to  130  percent,  and  children  seven  to  nine  to 
100  percent.  While  creating  a welter  of  administrative 
complexity,  these  mandates  could  be  integrated  with 
commercial  insurance  to  maximize  federal  participa- 
tion and  further  lower  the  cost  of  the  private  insurance 
for  a particular  family.  Congressional  authorization  for 
Medicaid  demonstration  projects  offer  further  poten- 
tial to  experiment  with  this  integration. 

Medicaid,  presently  the  “insurer  of  last  resort,” 
could  possibly  be  used  as  the  insurer  of  prenatal  care 
and  infant  cases  for  center  clients  whose  commercial 
insurance  might  not  cover  these  needs.  Depending  on 
family  income  and  age  of  dependents,  it  is  possible  that 
some  children  may  be  Medicaid  eligible  and  need  not 
be  covered  by  employer-provided  insurance. 

Another  new  opportunity  is  presented  by  recent 
amendments  to  the  federal  personal  income  tax  code. 
Low-income  families  can  now  receive  an  earned  in- 
come tax  credit  (not  a deduction)  of  a maximum  of  $428 
annually  for  payment  of  health-insurance  premiums 
that  include  coverage  of  a dependent  child. 

The  possibility  of  reducing  exposure  to  excep- 
tional medical  bills  could  also  be  addressed  by  adding 
catastrophic  Medicaid  coverage,  which  would  take 
over  after  limited  coverage  under  the  basic  health 
package  is  exhausted.  These  many  opportunities  for 
lowering  the  cost  of  the  basic  health-insurance  product 
could  be  explored  to  determine  the  potential  for  small 
employers,  in  particular,  to  offer  health  insurance. 

Enhanced  Medicaid  eligibility  for  prenatal  care 
and  low-income  children  up  to  the  federal  income 
eligibility  limits  may  be  sought  to  model  the  full  inte- 
gration of  employer-based  insurance  and  government- 
provided  coverage  for  low-income  working  families. 

The  mix  of  public  (Medicaid  or  GA  Health  First) 
and  the  private  insurance  package  could  be  further 
enhanced  by  seeking  a waiver  to  allow  full  eligibility 
in  the  model’s  service  area  of  pregnant  women  and 
infants  to  185  percent  of  poverty  and  maximum  cover- 
age of  children  primarily  through  Medicaid  coverage. 
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In  effect,  the  model  would  demonstrate  the  feasi- 
bility of  designing  the  most  cost-effective  private  in- 
surance coverage  by: 

maximizing  insurance  reform  measures; 

maximizing  Medicaid  coverage;  and 

benefiting  from  the  managed-care  health-delivery 

system. 

Under  this  model,  families  in  the  system  might 
have  their  health  care  funded  through  a combination  of 
private  insurance  and  Medicaid,  without  their  being 
particularly  aware  or  concerned  over  the  source. 

The  model  could  further  link  with  school-based 
health  wellness  centers,  possibly  with  the  same  pro- 
vider operating  school  clinics  as  satellites  of  the  HMO; 
this  linkage  would  enhance  the  emphasis  on  preven- 
tion and  could  stimulate  school-based  health  education 
and  awareness. 

Project  Size  and  Location 

Size  of  the  project  would  be  determined  by  develop- 
ment of  an  appropriate  business  plan,  which  would 
start  with  consideration  of  the  make  up  of  the  center, 
staff  and  other  operating  costs,  and  costs  of  off-site 
services.  These  costs,  in  turn,  would  suggest  the  client 
base  necessary  to  support  the  facility  as  envisioned. 

Actuarial  evaluations  would  be  necessary  to  price 
the  capitated  rate  to  be  charged.  Evaluations  would  also 
be  needed  to  estimate  the  potential  mix  of  Medicaid 
eligibility  and  participation  with  employee-earned  in- 
come tax  credits.  These  estimates  would  be  translated 
into  product  prices.  Demographic  evaluations  of  the 
potential  eligibles  within  a reasonable  service  radius  of 
the  center  would  then  suggest  the  degree  of  market 
penetration  necessary  for  financial  viability. 

Project  location  may  also  be  influenced  by  avail- 
ability of  existing  or  foreseeable  projects  which  may 
have  a synergistic  effect.  For  example,  existing  commu- 
nity clinics,  managed  care  centers,  or  the  proposed 
outpatient  pediatric  facilities  of  the  A. I.  duPont  Insti- 
tute may  offer  opportunities  for  collaboration,  or  out- 
right operation  of  the  demonstration  building  upon  an 
existing  base. 
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The  demonstration  project  as  envisioned  may  not 
be  equally  feasible  in  all  areas,  particularly  rural  loca- 
tions, with  variations  of  the  model  needing  to  be  tai- 
lored to  meet  community  conditions  as  determined  by 
subsequent  feasibility  evaluations. 

Project  Financing 

The  Commission  has  SI. 2 million  annually  to  support 
demonstration  projects.  Within  the  world  of  health 
financing,  this  is  a modest  amount  and  will  have  to  be 
carefully  targeted  for  maximum  effect.  Until  the  busi- 
ness plan  is  developed  for  the  project,  it  is  not  possible 
to  determine  just  how  this  funding  will  be  used. 

Priority  will  be  given  to  maximizing  Medicaid 
funding,  which  is  funded  at  50  percent  by  the  federal 
government.  Every  effort  will  be  made  to  maximize  use 
of  commercial  health-insurance  mechanisms,  which, 
when  provided  by  employers,  are  tax-advantaged.  In 
addition,  full  utilization  of  the  new  earned  income  tax 
credit  for  low-income  health-insurance  premiums  will 
be  made.  These  approaches  will  allow  the  market  mecha- 
nisms to  work  to  the  benefit  of  the  project,  lowering  the 
need  to  further  subsidize  the  project. 

Approaches  to  foundations  will  be  made  to  further 
seek  their  financial  support  as  well  as  their  growing 
technical  expertise  in  this  complex  and  evolving  area  of 
public  policy. 

Commission  funds  and  those  which  may  be  gained 
from  foundations  should  then  be  targeted  to  one-time 
start-up  costs,  evaluation,  and  experimentation.  For 
example,  it  may  be  necessary  to  subsidize  the  capitated 
rate  at  the  center  to  determine  the  point  at  which 
various  employers  may  elect  to  offer  coverage. 

Care  needs  to  be  taken  in  resourcing  the  project 
that  subsidies,  such  as  those  from  the  Commission  or 
foundations,  not  create  dependencies  which  may  allow 
the  project  to  proceed  in  an  artificial  environment  but 
which  may  not  demonstrate  the  ultimate  feasibility  of 
the  venture. 

Project  Participation 

In  addition  to  the  role  of  the  Commission  as  project 
sponsor,  funder,  and  monitor,  the  success  of  the  project 
is  dependent  on  the  favorable  involvement  of  many 
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parties.  Maximizing  utilization  of  federal  Medicaid 
funding  will  make  the  Health  Care  Financing  Agency 
(HCFA)  in  the  U.  S.  Department  of  Health  and  Human 
Services  essential.  Waiver  of  Medicaid  regulations 
would  be  involved  for  some  or  all  of  the  following; 

managed  care,  which  restricts  client  choice,  in 

either  a voluntary  or  required  program 

possibly  raising  Medicaid  eligibility  in  the  project 

service  area  without  doing  so  statewide 

HCFA  involvement  would  also  be  necessary  to 
have  the  project  designated  as  a Medicaid  demonstra- 
tion project.  In  addition  to  federal  Medicaid  funds, 
federal  financial  participation  would  occur  in  the  form 
of  funds  generated  into  the  project  from  patients  receiv- 
ing the  new  earned  income  tax  credit  for  health  insur- 
ance. 

The  Delaware  Insurance  Commission  will  be  di- 
rectly involved  in  approving  the  basic  insurance  prod- 
uct, as  well  as  implementing  any  other  insurance  re- 
form measures  which  may  be  necessary. 

The  Delaware  Department  of  Health  and  Social 
Services  (DHSS)  would  be  directly  involved  to  the 
extent  that  it  operates  the  Medicaid  program  in  Dela- 
ware. Preparation  of  waiver  and  other  requests  to 
HCFA  as  well  as  their  monitoring  would  be  a DHSS 
responsibility.  The  goal  of  integrating  the  private  and 
public  (Medicaid)  funding  would  also  entail  DHSS 
involvement.  Depending  on  the  actual  nature  of  the 
project,  the  public  health  prevention,  screening,  and 
clinic  programs  could  be  involved. 

The  Delaware  General  Assembly  will  be  directly 
involved  in  passage  of  any  insurance  reform  measures 
necessary  and  possibly  in  authorizing  a basic  insurance 
product. 

It  is  hoped  that  foundations  such  as  the  Robert 
Wood  Johnson  Foundation,  Casey  Foundation,  Dela- 
ware Community  Foundation,  Nemours  Foundation 
and  others  will  find  the  project  to  be  both  creative  and 
consistent  with  their  goals  for  health  access,  and  that  it 
will  attract  resources  from  foundation  sources. 

Relationships  with  other  organizations,  such  as 
hospitals,  clinic  providers,  physician  organizations, 
employers,  business  trade  associations,  insurers,  and 
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others,  would  need  to  be  developed  as  determined  by 
the  project. 

Evaluation 

The  Commission  has  specifically  appropriated  resources 
to  evaluate  the  project.  Success  of  the  model  would  be 
determined  by: 

number  of  presently  uninsured  receiving  service 
by  the  model  area; 

number  of  small  businesses  electing  the  model  as 
their  provider; 

degree  that  whole  families  are  covered,  not  just 
some  members; 

success  in  attracting  physicians  and  allied  health 
professionals  to  practice  in  the  system; 

favorable  comparison  of  health  outcomes  with 
existing  alternatives; 

popularity  with  clients; 

financial  viability  for  the  long  term;  and 

degree  to  which  voluntary  replication  occurs. 

Next  Steps 

Development  of  a project  of  this  complexity  whose 
mission  is  to  both  deliver  quality  health  care  and  to 
demonstrate  doing  it  in  a different  way  is  an  ambitious 
undertaking. 

Assuming  this  project  concept  meets  with  Com- 
mission approval,  next  steps  would  include: 

resourcing  the  project  (assigning  staff  and  consult- 
ing resources); 

develop  agenda  and  time  frames  for  decisions  lead- 
ing to  implementation; 

develop  business  plan  to  size,  finance,  locate 
project; 

develop  request  for  proposals  for  project  sponsor, 
or  negotiate  with  potential  sponsor(s)  for  assump- 
tion of  project  implementation; 
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incorporate  insurance  reform  measures  resulting 
from  parallel  Commission  insurance  tasks; 

develop  HCFA  relationships  to  support  project; 
and 

seek  foundation  support. 


A Health  Care  Plan  for  Delaware 

Ernst  Dannemann 
Delaware  businessman 
and  civic  leader 


Delaware’s  doctors  and  hospitals  are  forced  to  give 
away  tens  of  millions  of  dollars  in  health  care  every 
year.  The  unpaid,  under-reimbursed  bills  from 
Delaware's  seven  hospitals  totaled  S63  million  in  1989, 
for  example. 

About  one-eighth  of  the  state's  residents  - the 
estimates  range  from  72,000  to  101,000  people  - have 
no  health  insurance,  even  though  60  percent  of  those 
Delawareans  who  are  uninsured  are  working  in  full- 
time jobs.  Another  35,000  residents  are  underinsured, 
according  to  the  1987  report  of  the  Delaware  Health- 
Care  Costs  Management  Commission. 

Delaware,  with  a higher  percentage  of  uninsured 
residents  than  any  mid- Atlantic  state,  ranks  sixth  among 
the  50  states  and  Washington,  D.C.,  in  the  amount  of 
uncompensated  care  it  delivers,  says  the  American 
Hospital  Association. 

The  money  to  cover  the  health-care  needs  of  these 
uninsured  and  inadequately  insured  Delawareans  comes 
from  those  of  us  who  have  health  insurance,  the  compa- 
nies that  provide  their  workers  with  insurance,  and 
those  who  pay  health-care  providers  directly. 

Any  effort  to  attack  the  complex  problem  of  how 
to  provide  the  highest-quality  health  care  available  to 
demanding  consumers  while  keeping  costs  in  check 
and  covering  those  who  cannot  afford  insurance  must 
deal  with  the  practice  of  “cost-shifting.” 

In  1990,  cost-shifting  meant  Delaware’s  hospitals 
had  to  charge  Si. 50  for  every  Si  of  services  they  pro- 
vided so  they  could  collect  an  average  of  Si  from  all 
those  who  paid  their  bills.  Inadequate  Medicare  and 
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Medicaid  reimbursement  from  the  government  ac- 
counted for  32  cents  of  the  50-cent  “surcharge.” 

Cost-shifting  helped  the  average  cost  of  a Delaware 
worker’s  health  benefits  climb  to  S3,524  in  1990  — an 
increase  of  1 7 percent  over  1989.  These  increases  threaten 
the  ability  of  American  businesses  to  compete  in  a 
global  market. 

Cost-shifting  also  obscures  the  true  cost  of  care. 
Not  until  the  distortion  created  by  cost-shifting  is 
eliminated  from  the  picture  can  the  separate  issue  of 
escalating  real  costs  of  health  care  be  addressed. 

Programs  and  Paperwork 

Adding  to  the  confusion  is  a proliferation  of  health-care 
programs.  Although  well-meaning  and  perhaps  effec- 
tive to  different  degrees,  they  separate,  duplicate  or 
overlap  treatment  — of  the  old;  the  young;  the  poor;  the 
pregnant  teen;  the  invalid;  the  insured,  as  well  as  the 
uninsured  and  underinsured;  the  addicted  and  the 
babies  of  the  addicted;  those  stricken  with  AIDS  and 
the  babies  of  those  stricken  with  AIDS,  to  give  a few 
examples. 

Nursing  homes  and  facilities  for  the  mentally  ill 
can  be  added  to  the  fragmentation  of  health-care  pro- 
grams run  by  government  agencies  and  volunteer 
organizations. 

This  duplication  of  effort  creates  confusion  and 
inefficiencies,  adding  to  the  cost  of  and  the  strain  on 
Delaware’s  health-care  system.  Budget  crunches  peri- 
odically threaten  to  eliminate  one  or  more  of  these  very 
focused  programs;  and  their  survival  often  depends  on 
the  tenacity  of  their  supporters  rather  than  on  the 
effectiveness  of  the  programs  themselves. 

The  commitment  asked  of  taxpayers  does  not  end 
with  this  proliferation  of  programs.  Delawareans  also 
are  being  called  on  to  spend  an  average  of  S65.20  this 
fiscal  year  for  a significant  increase  in  the  state’s  share 
of  Medicaid,  as  well  as  S70.75  for  the  health-care 
insurance  of  the  state’s  employees,  according  to  an 
item-by-item  breakdown  of  the  1992  budget  by  the 
News  Journal. 

Why  Not  Go  Canadian? 

Health  care  and  its  costs  are  a much-studied  subject,  in 
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A Health-Care  Plan  for  Delaware 

Highlights 

Uninsured,  underinsured  would  be  covered  in  comnr unity-based  pools  which  could  be  bid  on  by  insurers, 
HMOs,  or  other  health-care  innovators 

Division  of  Revenue  would  calculate  each  participant's  share  of  premium 

Employers  who  choose  not  to  provide  insurance  would  be  taxed  per  employee  hour.  The  tax  could  be 
passed  on  entirely  or  in  part  to  workers 

Medicaid,  Medicare  waivers  could  be  obtained  from  federal  government 

Benefits 

Elimination  of  cost-shifting 

Lower  premiums  for  employer-paid  policies 

Delaware  will  save  on  direct  care  it  provides  through  service  centers,  state  hospitals,  etc. 

Affordable  preventive  care 
Elimination  of  "job  lock" 

More  efficient,  less  paperwork 

Truer  picture  of  health  costs 

Retains  present  degree  of  free  choice,  competition 

Minimizes  role  of  government 

Lower  premiums  for  health  portions  of  w'orker's  comp,  auto,  homeowner  policies 


Delaware  and  elsewhere.  Gearing  up  for  an  election 
year,  politicians,  pollsters  and  pundits  have  declared  it 
the  pocketbook  issue  of  the  ’90s. 

But  as  the  studies  pile  up  and  talk  wears  thin,  the 
pressure  for  national  health  insurance  — a Canadian- 
style  system  of  delivering  health  care  — is  growing. 
Canadians  clearly  have  embraced  their  system,  which 
provides  free  access  to  everyone,  cuts  dowm  on  paper- 
work, and  keeps  costs  in  check,  at  least  for  the  time 
being. 

The  Canadian  system  is  indeed  a simple  one,  but 
importing  it  here  would  cause  an  upheaval  in  our 
economy,  as  private  health  insurers  would  be  put  out  of 
business.  The  American  consumer’s  traditional  de- 
mand for  immediate  access  to  state-of-the-art  technology 
and  the  highest  quality  of  care  could  no  longer  be  met 
under  a system  that  rations  delivery,  controls  competi- 
tion, and  inhibits  the  spread  of  new  medical  technology 
and  innovations  in  delivering  that  technology. 

In  short,  the  Canadian  answer  is  not  an  answer  for 
us  because  it  stifles  free  enterprise. 
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Simple,  Yet  Universal 

The  answer  for  Delaware  must  be  even  simpler.  It  must 
capitalize  on  the  strengths  of  the  system  that  is  already 
in  place,  while  ensuring  that  every  Delawarean  has 
adequate  health-care  coverage. 

Adequate  does  not  mean  basic, 'when  hospital  bills 
for  long-term  cancer  treatments,  acute  care  or  institu- 
tionalization can  easily  climb  into  six  figures.  Rather, 
all  Delawareans  should  be  covered  by  health  insurance 
comparable  to  Blue  Cross  and  Blue  Shield’s  most 
comprehensive  policy. 

Delaware’s  insurance  department  can  define  the 
standard  of  adequate  health  care  and  design  coverage 
that  will  ensure  that  each  Delawarean  can  achieve  and 
maintain  that  standard. 

Delaware’s  uninsured  and  underinsured  residents 
can  be  adequately  covered  through  the  creation  of  large 
community-based  pools  of,  say,  10,000  residents.  In- 
surance companies,  HMOs  or  other  health-care 
innovators  could  bid  to  provide  coverage  for  these 
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pools.  These  pools  would  contain  young  and  old  people, 
the  physically  fit  and  the  sedentary,  smokers  and  non- 
smokers;  health  risks  would  be  diluted  by  the  size  of 
the  group. 

If  employers  do  not  provide  any  or  adequate  health- 
care coverage,  their  workers  could  join  one  of  these 
geographic  pools.  The  self-employed  could  find  insur- 
ance coverage  here,  as  well. 

Hawaii  has  insured  its  residents  through  one  uni- 
versal pool  and  has  managed  to  keep  health  insurance 
affordable  and  reduced  insurers’  administrative  costs. 
Ninety-eight  percent  of  Hawaii’s  residents  are  covered 
by  health  insurance,  the  only  state  with  near-universal 
care.  And  while  that  state  ranks  near  the  top  in  cost  of 
living,  the  price  of  an  average  health  premium  there 
ranks  near  the  bottom. 

A Choice  for  Employers 

In  Delaware,  49  percent  of  the  state’s  uninsured  work- 
ers are  employed  by  firms  with  fewer  than  25  employees. 
These  small  companies  could  choose  between  offering 
adequate  health-care  coverage  to  their  employees  through 
a group  plan  or  joining  one  of  the  community-based 
pools.  The  expense  of  these  group  plans  would  decrease 
because  of  the  elimination  of  cost-shifting  and  the 
introduction  of  community-based  premiums  under  this 
plan. 

Employers  who  choose  not  to  provide  insurance 
would  be  taxed  for  every  uninsured  employee  hour 
worked,  compelling  companies  to  insure  part-time 
workers  as  well.  The  tax  should  be  higher  than  the  cost 
of  an  employer’s  group  policy  premium,  which  would 
inevitably  be  lowered  under  this  plan.  It  is  likely  to  be 
less  than  Si  per  employee  hour  worked. 

Employers  would  have  the  same  choice  they  do 
now  — of  subsidizing  employees’  health  insurance  or 
having  them  pay  for  a portion  or  all  of  their  premiums. 
Large  employers  who  self-insure  or  provide  adequate 
insurance  for  their  workers  may  wish  to  stay  out  of  this 
system  altogether. 

Providers  of  health  care  either  would  be  paid 
directly  by  the  state  or  by  the  insurer  who  has  bid 
successfully  on  the  geographic  pools: 

Del  Med  Jrl,  December  1991-Vol.  63,  No.  12 


What  about  Medicaid  and  Medicare  recipients? 
The  problems  associated  with  inadequate  reimburse- 
ment, the  nightmarish  paperwork  the  programs  involve, 
and  the  increasing  cost  to  state  taxpayers  cannot  be 
ignored. 

It  is  possible,  through  federal  waivers,  for  the 
money  that  comes  to  Delaware  for  Medicaid  and  Medi- 
care to  be  paid  to  the  state  and  used  to  help  pay  for 
indigent  and  elderly  health  care.  In  1982,  Arizona 
successfully  obtained  a waiver  from  the  federal  gov- 
ernment so  it  could  mn  its  own,  more  cost-effective 
version  of  a Medicaid  program. 

Remember:  Medicaid  and  Medicare  are  respon- 
sible for  32  cents  out  of  every  50  cents  that  is  cost-shifted 
to  insured  patients  by  Delaware  hospitals.  The  problem 
of  cost-shifting  will  not  be  eliminated  unless  Medicaid 
and  Medicare,  in  their  present  form,  are  folded  into  one 
universal  system  for  all  Delawareans  who  are  not  cov- 
ered by  employer-paid  health  insurance. 

Determining  the  Premium 

A sliding  scale  would  determine  the  percentage  of 
premium  and  of  payment  for  each  procedure,  treatment 
and  prescription  to  be  paid  by  each  family  within  a 
geographic  pool.  Delaware’s  General  Assembly  would 
have  to  develop  such  a scale. 

Studies  have  shown  that  families  cannot  afford  to 
contribute  to  their  own  health  care  until  they  begin  to 
earn  more  than  250  percent  of  the  federal  poverty  level. 
A successfully  .self-employed  business  owner,  for  ex- 
ample, would  pay  more  than  the  working  head  of  a 
family  hovering  just  above  the  poverty  line. 

After  legislation  has  set  the  standards,  Delaware’s 
Division  of  Revenue  will  begin  to  play  its  significant 
role  in  this  system.  The  division  first  will  calculate  to 
what  extent  each  citizen  shall  share  in  the  cost  of  health 
insurance  premiums  and  how  much  each  will  contrib- 
ute to  medical  procedures,  treatments  and  prescriptions. 

The  division’s  active  role  will  all  but  eliminate 
collection  efforts  by  Delaware  hospitals  and  hundreds 
of  doctors’  offices.  Poor  patients  now  may  not  be  able 
to  pay  at  all,  particularly  when  medical  expenses  esca- 
late into  thousands  of  dollars,  generating  bills  that 
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would  bankrupt  even  wealthier  patients.  But  under 
this  system,  it  would  be  possible  to  recover  significant 
portions  of  these  patients’  bills  because  the  amount 
they  owe  cannot  exceed  the  cost  of  the  insurance  pre- 
mium. 

The  Division  of  Revenue  will  keep  track  of  every 
Delawarean  and  his  or  her  changing  financial  situation 
and  will  be  able  to  adjust  premiums  regularly.  The 
Department  of  Labor  already  tracks  the  quarterly  earn- 
ings of  every  resident  with  a Social  Security  number. 

Eventually,  every  doctor’s  office  and  lab  could  be 
plugged  into  the  state’s  computer  system,  and  the  pat- 
tern of  care  and  amount  spent  on  each  Delawarean 
could  be  monitored.  Such  tracking  would  help  the  state 
compile  statistics  on  the  effectiveness  of  tests  and  treat- 
ments and  establish  a record  for  doctors,  hospitals  and 
patients. 

Simply  by  showing  up  at  a hospital  or  doctor’s 
office  with  a state-issued  insurance  card,  each  Delawar- 
ean would  have  ready  access  to  high-quality  care.  The 
deliverer  of  care  would  not  know  to  what  extent  the 
patient  does  or  does  not  pay  his  own  premium.  All 
patients  would  be  treated  alike. 

Savings  on  Many  Fronts 

Delaware,  as  a small  state,  is  in  a unique  position  to 
make  this  idea  work  and  quickly  generate  savings  on 
many  fronts. 

Doctors  and  hospitals  will  no  longer  be  compelled 
to  provide  uncompensated  or  under -compensated  care 
to  poorer  Delawareans,  and  the  cost  of  providing  that 
care  will  no  longer  be  shifted  onto  those  of  us  who  are 
adequately  insured. 

If  cost-shifting  is  eliminated,  hospitals  and  doctors 
will  be  able  to  reduce  their  rates  to  the  extent  to  which 
they  once  provided  free  care  to  indigents.  As  a result, 
employer-paid  premiums  will  be  lowered. 

Since  everyone  will  be  adequately  insured  under 
this  system,  Delaware  will  be  able  to  save  on  the  costs 
of  the  direct  health-care  services  it  now  provides  — for 
example,  through  the  State  Service  Center  clinics  and 
state  hospitals,  which  could  begin  to  pay  for  them- 
selves. 
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Preventive  care  will  no  longer  be  a luxury  the 
uninsured  cannot  afford.  Those  in  need  of  medical  care 
will  be  able  to  receive  it  early  on,  reducing  the  need  for 
expensive  treatment  for  illnesses  in  their  later  stages. 

The  most  expensive  treatment  — at  hospital  emer- 
gency rooms  — won’t  be  sought  as  a last  resort  by  poor 
patients  who  know  they  won’t  be  turned  away.  Visits 
to  primary-care  doctors  will  allow  for  better  tracking  of 
patient  histories  and  more  effective  treatment. 

The  phenomenon  known  as  “job  lock”  will  dis- 
appear. Medicaid  recipients  often  are  unable  to  accept 
a job  because  it  will  mean  the  loss  of  health  benefits, 
and  workers  with  a serious  chronic  illness  in  the  family 
are  unable  to  switch  jobs  because  prospective  employ- 
ers cannot  cover  them. 

Efficiency  will  be  improved  with  just  one  agency 
responsible  for  keeping  track  of  Delawareans’  health 
claims  and  adjusting  the  cost  of  their  premiums.  A 
family’s  financial  condition  can  change  frequently 
through  unemployment  or  improved  employment,  a 
change  in  marital  status,  or  a new  dependent.  The 
multiplicity  of  collection  efforts  and  determination  of 
need  by  countless  agencies  will  be  eliminated. 

Because  medical  care  would  be  available  to  every- 
one, there  would  be  no  need  for  medical-payments 
coverage  under  workers’  compensation  insurance  or 
automobile-insurance  policies,  or  for  the  liability  seg- 
ment of  homeowners  insurance  that  covers  injury  claims. 

Alternatives  More  Radical 

This  plan  upholds  the  principles  of  competition  and 
free  enterprise  and  limits  the  role  of  government  while 
ensuring  universal  access  to  quality  health  care.  It  will 
not  change  the  role  now  played  by  hospitals,  doctors 
and  others  who  deliver  health  care. 

The  issue  of  health  care  and  access  to  it  is  foremost 
in  the  minds  of  many  Americans.  The  message  should 
be  clear;  Take  steps  now  to  avoid  the  complete  break- 
down of  our  health  industry.  If  nothing  happens,  the 
inevitability  is  national  health  insurance,  or  worse, 
socialized  medicine. 

The  author  wishes  to  extend  special  thanks  to  Lee  Ann 
Walling  for  her  invaluable  editorial  assistance. 
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Rational  Health  Care 

David  Platt,  M.D. 

Delaware  physician 

The  health  care  plan  outlined  below  is  a composite  of 
the  best  features  of  several  different  plans  which  arc 
now  being  discussed  nationally. 

Every  citizen  of  the  United  States  will  be  enrolled 
in  a single  national  health  care  plan  administered  by 
Blue  Cross-Blue  Shield.  Each  person  or  head  of  house- 
hold will  pay  the  premium  which  will  be  community 
rated,  with  all  of  the  nation  as  one  community.  For 
those  who  cannot  afford  all  or  part  of  the  premium, 
judged  by  income  tax  return,  the  federal  government 
will  use  general  tax  revenue  to  supply  the  difference. 
The  plan  will  cover  all  health  needs,  including,  but  not 
limited  to,  preventive  care,  physician  care,  hospital 
(inpatient  and  outpatient)  care,  prescription  drugs, 
home  health  care,  and  nursing  home  care,  both  short- 
and  long-term. 

There  will  be  no  exclusion  of  coverage  for  preex- 
isting conditions.  There  will  be  no  deductibles.  In 
order  to  bring  market  forces  into  play  to  limit  over- 
utilization, there  will  be  a co-pay  for  every  service 
rendered.  The  percent  of  co-pay  will  vary  dependent 
on  the  income  of  the  individual  or  family  as  stated  in 
the  federal  income  tax  return.  For  those  who  cannot 
afford  all  or  part  of  the  co-pay,  as  judged  by  their 


income  tax  return,  the  federal  government  will  use 
general  tax  revenue  to  supply  the  difference.  Blue 
Cross-Blue  Shield  will  collect  the  co-pay  from  the 
patient  and  pay  it  to  the  provider  of  service.  To  prevent 
circumvention  of  market  forces  against  overutilization, 
supplemental  insurance  policies  to  cover  co-pay  will 
not  be  permitted.  Employers  will  be  permitted  to  pay 
the  premiums  for  their  employees,  but  the  co-pay 
cannot  be  paid  by  the  employer,  and  will  always 
remain  the  responsibility  of  the  employee.  Insurance 
premiums  paid  by  the  employer  will  be  included  in 
employee  taxable  income.  In  practice,  employees  will 
probably  prefer  to  have  additional  pay  instead  of  paid 
health  insurance.  Each  individual  or  family  will  have 
a co-pay  ceiling,  dependent  on  income;  this  will  effec- 
tively provide  catastrophic  insurance. 

Because  everyone  will  be  covered  by  this  Blue 
Cross-Blue  Shield  plan,  Medicaid  and  Medicare  will 
no  longer  be  needed  and  will  be  discontinued. 

This  plan  will  be  self-financing,  except  for  the 
money  paid  by  the  federal  government  on  behalf  of  the 
indigent.  It  preserves  the  best  features  of  our  country's 
present  health-care-delivery  system  with  a minimum 
of  disruption,  and  also  supplies  access  to  the  system  by 
all. 

N.B.  This  proposal  builds  upon  previous  proposals 
offered  by  Martin  Feldstein,  Alfred  Kahn,  and  Laurence 
S.  Seidman  (University  of  Delaware). 
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WOMENS  IMAGING  GENTED 


OF  DELAWARE 


MAMMOGRAPHY 


OB-GYH,  ABDOMINAL  AND  BREAST  ULTRASOUND 


•••••• 


BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 


SPECIAL  ARTICLE 


What  Is  Hypnosis? 


William  T.  Reardon,  M.D. 


William  T.  Reardon,  bom  in  1906,  was  graduated  from  the  University  of  Maryland  School  of  Medicine  in  1934.  He  interned  at 
the  Delaware  Hospital,  Wilrmngton,  and  took  residency  training  in  Baltimore  and  Philadelphia.  In  scholarly  fashion,  he  added 
to  his  training  in  subsequent  years  in  several  other  centers.  He  was  certified  by  the  American  Board  of  Otolaryngology  in  1951 
and  practiced  this  specialty  until  his  retirement  a few  years  ago.  However,  to  most  doctors  in  New  Castle  County  he  was  perhaps 
best  known  for  his  interest  in  hypnosis.  He  was  a charter  member  of  the  American  Society  of  Clinical  Hypnosis  and  was  a pioneer 
in  group  hypnotherapy.  While  an  instructor  in  hypnosis  at  the  University  of  Pennsylvania,  he  became  interested  in  research 
on  the  subject.  Over  the  years  of  his  practice  he  treated  more  than  9000  patients  by  hypnosis  and,  in  addition,  was  in  wide  demand 
as  a speaker  and  demonstrator  because  of  this  extensive  experience. 

It  seems  to  me  that  it  would  be  unfortunate  if  Dr.  Reardon’s  thoughts  and  perceptions,  after  so  much  experience,  were  not 
recorded  somewhere.  Therefore,  we  are  pleased  to  publish  the  following  brief  article  of  his  on  his  favorite  topic,  hypnosis. 

E.  Wayne  Martz,  M.D.,  Editor 


I agree  with  the  amazing  Kreskin  when  he  says, 
“There  is  no  such  thing  as  hypnosis.”  I like  to 
think  of  hypnosis  as  another  word  for  relax- 
ation. The  word  hypnosis  was  coined  by  Dr. 
Braid,  an  ophthalmologist.  In  one  of  his  treat- 
ments he  had  patients  stare  at  a blue  light  while 
he  went  to  another  room  to  see  other  patients. 
Often  when  he  returned,  he  found  that  the 
patient  looked  like  he  was  asleep,  although  he 
could  hear  and  talk  and  knew  everything  that 
was  going  on  in  the  room.  Dr.  Braid  called  this 
state  ‘liypnosis,”  derived  from  the  Greek  word 
hypnos  meaning  sleep.  Today  this  state  is  called 
by  different  names;  to  mention  a few:  the  relax- 
ation response,  meditation,  concentration.  Yoga, 
altered  state  of  consciousness,  state  of  increased 
suggestibility,  et  al. 

When  a patient  goes  to  the  hypnotist,  he 
expects  to  be  hypnotized.  However,  he  does  not 
know  when  he  actually  is  in  hypnosis.  Why? 
Because  he  knows  everything  that  is  going  on, 
can  hear  and  talk.  When  the  doctor  gains  the 
patient’s  faith,  trust,  and  confidence,  the  pa- 
tient enters  this  relaxed  state  just  by  following 
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the  doctor’s  suggestion.  All  hypnosis,  in  the 
final  analysis,  is  self-hypnosis.  It  does  not  re- 
quire a great  amount  of  skill  to  have  a person 
enter  this  state  of  relaxation.  In  therapy  the 
important  thing  is  what  suggestions  to  give  the 
patient.  Here  is  where  the  experience,  skill,  and 
knowledge  of  the  doctor  come  into  play. 

There  are  no  dangers  in  hypnosis.  (Not 
everyone  agrees  with  this.  Ed.)  No  one  can  make 
you  say  or  do  anything  that  you  would  not  do  in 
the  waking  state.  You  can  accept  or  reject  any 
suggestions  given  to  you. 

In  my  therapy  I teach  all  patients  self- 
hypnosis; how  they  can  go  home  and  do  it 
themselves.  The  method  I use  is  muscular  relax- 
ation starting  with  muscles  around  the  eyes. 
There  is  only  one  thing  the  patient  must  do,  that 
is  to  follow  my  suggestions.  If  he  does  this  he 
experiences  relaxation  in  less  than  30  seconds. 
Further  suggestion  will  deepen  the  relaxation. 
Then  he  listens  to  a 15-minute  tape  recording  of 
how  to  relax  and  many  general  suggestions  to 
change  his  behavior,  attitudes,  and  way  of  think- 
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ing.  When  the  tape  ends,  the  patient  continues 
his  relaxation,  and  his  subconscious  mind  is 
programmed  with  specific  suggestions. 

The  mind  is  an  intricate  and  complex  mecha- 
nism and  no  one  knows  exactly  how  it  works. 
Let  me  give  you  my  idea  of  how  it  works.  We 
have  a conscious  and  a subconscious  mind.  The 
conscious  mind  takes  ideas,  analyzes  them,  and 
makes  decisions.  The  subconscious  mind  takes 
all  suggestions,  positive  or  negative,  and  acts 
upon  them  if  they  suit  that  person’s  needs.  In 
my  therapy,  all  suggestions  are  positive.  The 
subconscious  mind  has  a selector  and  rejector 
mechanism.  It  will  select  those  suggestions  for 
which  the  patient  has  a need  and  act  upon  them 
some  time  in  the  future.  Some  call  them  post- 
hypnotic suggestions.  This  explains  how  I was 
able  to  treat  at  the  same  time  five  to  25  patients 
with  different  problems,  like  obesity,  smoking, 
nail  biting,  bedwetting,  stuttering,  etc.  The  sub- 
conscious mind  selects  those  particular  sugges- 
tions for  which  it  has  a need.  How  do  I know? 
Patients  would  often  tell  me,  “Dr.  Reardon,  I 
heard  only  the  suggestion  on  weight  control,”  or 
smoking,  or  others.  When  I asked  Dr.  Spurgeon 
English,  head  of  the  psychiatry  department  of 
Temple  University  for  34  years,  to  critique  the 
fourth  edition  of  my  pamphlet,  Modern  Medical 
Hypnosis,  he  had  no  corrections  to  offer.  He 
wrote  that  my  idea  of  a selector  and  rejector 
mechanism  would  do  credit  to  Freud,  Jung,  and 
Buehler  all  put  together. 

As  I mentioned  before,  induction  of  hypno- 
sis is  not  difficult.  What  is  important  are  the 
suggestions  you  give  to  the  patients  in  this 
relaxed  state.  You  get  your  material  from  a 
careful  history  and  examination  and  from  years 
of  experience.  You  learn  a great  deal  from  your 
patients. 

Allow  me  to  mention  the  two  questions  most 
often  asked  of  me  and  my  answers  to  them;  1) 
What  is  your  success  rate?  It  depends  on  patient 
motivation  and  how  much  the  patients  really 
want  to  change.  2)  Did  you  ever  have  a patient 
you  could  not  hypnotize?  I never  hypnotize 
anyone.  They  do  it  themselves  by  following  my 
suggestions. 
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You  can  do  everything  better  when  you  are 
relaxed,  whether  it  be  physical,  mental,  or  emo- 
tional. Here  are  examples  of  suggestions  that 
are  useful  to  everyone;  Relaxation  will  give  you 
all  the  courage  and  confidence  that  you  need  to 
take  the  T out  of  the  word  can  and  discover  that 
you  can,  that  you  are  capable,  able,  and  compe- 
tent to  perform  normally;  able  to  adjust  yourself 
to  your  environment  even  though  you  cannot 
change  it;  tolerate  the  persons,  places  and  things 
that  used  to  disturb  and  annoy  you,  and  accept 
the  things  that  cannot  be  changed. 

It  is  used  to  control  habits  of  eating,  smok- 
ing, drinking,  drugs,  etc.  Women  have  pain-free 
deliveries,  dental  patients  have  less  salivation 
and  less  bleeding,  are  pain  free  and  spend  less 
time  in  the  dental  chair.  It  is  used  for  minor  and 
major  surgery  and  pain  in  any  part  of  the  body. 
Recently  I had  endoscopy,  a procedure  usually 
done  under  anesthesia.  I had  it  done  with  self- 
hypnosis. My  granddaughter  has  had  two  deliv- 
eries with  self-hypnosis.  I made  a special  tape 
for  her  which  she  played  while  in  labor.  Many 
patients  try  hypnosis  when  everything  else  has 
failed.  For  example,  they  come  to  improve  their 
power  of  concentration,  memory  and  recall  to 
pass  examinations. 

Wlien  I first  started  to  use  hypnosis  in  my 
otolaryngology  practice,  some  of  the  doctors  not 
only  made  fun  of  me  but  warned  their  patients 
not  to  go  to  me  for  fear  I might  hypnotize  them. 
They  did  not  know  anything  about  hypnosis  but 
were  sure  it  was  dangerous.  Later  on  they 
referred  patients  to  me. 

I think  hypnosis  is  one  of  the  most  valuable 
tools  we  have  in  medicine  today  and  the  most 
neglected,  though  some  medical  schools  are  now 
offering  courses  in  it. 

Although  much  medical  research  remains 
to  be  done  in  this  field,  let  me  remind  you  that 
the  number  one  mental  health  problem  today  is 
stress,  and  the  opposite  of  stress  is  relaxation.  I 
feel  we  have  barely  scratched  the  surface  in  the 
use  of  hypnosis  (relaxation)  in  medicine.  When 
hypnosis  is  more  widely  understood  and  used, 
more  emotional  problems  will  be  solved  and  the 
mental  health  of  the  nation  will  be  improved. 
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BRIEF  REPORT 


Gastrointestinal  Surgery  for  Severe  Obesity 

Summary  of  the  NIH 
Consensus  Development  Conference 


More  than  12  million  people  in  the  United 
States  are  severely  overweight.  About  4 million 
are  so  overweight  that  their  obesity  harms  their 
health  and  well-being,  making  them  candidates 
for  surgical  treatment. 

People  at  the  highest  risk  of  morbidity  and 
mortality  can  be  categorized  as  having  "clini- 
cally severe  obesity."  The  ultimate  biologic  basis 
of  severe  obesity  is  unknown.  The  disorder  is 
accompanied  by  reduced  life  expectancy,  and 
significant  psychosocial  and  economic  problems 
are  frequently  experienced  by  severely  obese 
people.  These  facts  lend  urgency  to  the  effort  to 
provide  rational  care. 

Weight  reduction  may  sometimes  be 
achieved  through  medically  supervised  dieting 
and  intensive  behavior  modification,  but  when 
these  methods  fail,  gastrointestinal  surgery  is  a 
therapeutic  option  for  treating  severe  obesity. 
In  the  last  10  to  15  years,  many  types  of  new 
surgical  procedures  have  been  developed,  using 
principles  of  reduction  of  gastric  volume,  intes- 
tinal malabsorption,  or  both.  Refinements  in 
these  procedures  have  led  to  reports  of  success- 
ful results  superior  to  those  seen  with  earlier 
operations. 

In  an  effort  to  evaluate  the  objective  evi- 
dence for  these  new  techniques,  the  National 
Institutes  of  Health  held  a Consensus  Develop- 
ment Conference  on  Gastrointestinal  Surgery 
for  Severe  Obesity  earlier  this  year.  A 13-mem- 
ber panel  developed  a consensus  statement  af- 
ter considering  scientific  presentations  and  dis- 
cussions from  many  physicians,  scientists,  health 


care  professionals,  and  others.  Following  are 
the  panel’s  conclusions. 

Risk  for  morbidity  and  mortality  accompa- 
nying obesity  is  proportional  to  the  degree  of 
over-weight.  A simple  means  to  define  over- 
weight is  by  the  body  mass  index  (BMI).  BMI  is 
a value  derived  by  dividing  one’s  weight  in 
kilograms  by  the  square  of  one’s  height  in  meters. 
A BMI  value  of  40  is  roughly  equivalent  to  100 
pounds  overweight  for  an  average  adult  male. 
Approximately  1.5  million  Americans  have  BMI 
values  over  40.  Such  patients  have  clinically 
severe  obesity  and  are  at  the  highest  risk  of 
morbidity  and  mortality.  These  patients  are 
potential  candidates  for  treatment  by  surgical 
procedures. 

Limited  success  has  been  achieved  by  a 
variety  of  nonsurgical  approaches  that  include 
medically  supervised  dieting  and  intensive  be- 
havior modification.  Very-low-calorie  diets 
(VLCD)  have  been  widely  publicized  as  having 
dramatic  success  in  the  treatment  of  clinically 
severe  obesity.  However,  in  the  absence  of  suc- 
cessful behavior  modification,  long-term  main- 
tenance of  reduced  weight  is  unlikely,  and  pa- 
tients regain  most  of  their  weight  within  one 
year.  These  diets  alone  cannot  be  considered  a 
reasonable  option  for  achieving  permanent 
weight  loss.  Combining  the  VLCD  with  inten- 
sive behavior  modification  may  have  more  po- 
tential as  an  effective  regimen  for  treating  the 
clinically  severe  obese  patient.  Exercise  or  some 
form  of  increased  physical  activity  is  recom- 
mended as  a component  of  weight-loss  pro- 
grams. 
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Brief  Report 


Drug  therapy  for  clinically  severe  obesity 
has  been  disappointing.  Although  pharmacologic 
studies  with  anorexigenic  drugs  suggest  short- 
term benefit,  prolonged  and  sustained  weight 
loss  has  not  been  proven  with  these  agents. 
Drugs  such  as  amphetamines  and  thyroid  de- 
rivatives are  unsafe  and  unapproved. 

Medical  complications  of  rapid  weight  loss 
can  occur  and  are  usually  treatable.  Potential 
problems  with  electrolyte  abnormalities  and 
cardiac  arrhythmias  during  administration  of 
VLCD  generally  can  be  avoided  or  corrected  by 
the  inclusion  of  high-quality  protein  and  fre- 
quent physician  surveillance.  Recent  studies 
show  that  rapid  weight  loss  may  be  associated 
with  a substantial  incidence  of  symptomatic 
gallstones. 

The  panel  endorsed  two  surgical  treatments 
for  severe  obesity:  vertical  banded  gastroplasty 
and  the  Roux-en-Y  gastric  bypass  operation. 
Vertical  banded  gastroplasty  is  a form  of  stom- 
ach restriction  in  which  a small  pouch  is  made 
by  stapling  off  a large  section  of  the  stomach, 
creating  a narrow,  restricted  pathway  to  the 
intestinal  tract.  The  Roux-en-Y  stomach  bypass 
consists  of  a small  pouch  created  at  the  upper 
portion  of  the  stomach  to  which  a Y-shaped 
section  of  small  bowel  is  attached  to  serve  as  an 
outlet  from  the  stomach  to  the  intestinal  tract. 


The  two  operations  were  recommended  by 
the  panel  for  patients  whose  BMI  exceeds  40 
and  who  are  judged  to  have  a low  probability  of 
success  with  nonsurgical  measures.  In  certain 
instances,  less  severely  obese  patients  also  may 
be  considered  for  surgery,  such  as  those  with 
lifethreatening  cardiopulmonary  diseases  or 
severe  diabetes  mellitus. 

Significant  weight  loss  as  a result  of  these 
procedures  usually  occurs,  and  a number  of 
associated  disorders  often  improve.  These  in- 
clude sleep  apnea,  obesity-associated  hypo- 
ventilation, glucose  intolerance,  diabetes 
mellitus,  hypertension,  and  serum  lipid  abnor- 
malities. Many  patients  also  report  improve- 
ments in  mood  and  other  psychosocial  aspects  of 
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their  lives.  Death  rates  from  these  procedures 
are  low,  but  significant  complications  may  oc- 
cur, including  leaks  from  staple  or  suture  lines, 
diarrhea,  persistent  vomiting,  ulcers  and  gall- 
stones. In  addition,  some  patients  fail  to  lose 
weight  from  these  procedures  and  may  require 
reoperation. 

The  panel  emphasized  that  deficient  nutri- 
tion in  pregnancy  carries  a high  risk  of  fetal 
damage  or  loss.  Women  with  reproductive  po- 
tential are  advised  to  avoid  pregnancy  until 
weight  has  stabilized  postoperatively  and  mi- 
cronutrient deficiencies  have  been  identified 
and  treated.  Secure  birth  control  methods  should 
be  provided  for  patients  during  the  period  of 
weight  loss  after  surgery.  Women  who  become 
pregnant  following  these  procedures  need  spe- 
cial attention.  The  increased  nutritional  needs 
and  the  normal  need  for  weight  gain  during 
pregnancy  must  be  emphasized  as  part  of  the 
obstetrical  management  of  these  patients. 

Patients  seeking  therapy  for  the  first  time 
should  be  considered  for  treatment  in  a 
nonsurgical  program  with  integrated  compo- 
nents of  a dietary  regimen,  appropriate  exer- 
cise, and  behavioral  support  and  modification. 
Patients  who  are  candidates  for  surgery  should 
be  selected  carefully  after  evaluation  by  a 
multidisciplinary  team  with  medical,  surgical, 
psychiatric,  and  nutritional  expertise.  Postop- 
erative care,  nutritional  counseling,  and  sur- 
veillance should  continue  for  an  indefinite  pe- 
riod. 

The  complete  NIH  Consensus  Statement  on 
Gastrointestinal  Surgery  for  Severe  Obesity 
may  be  ordered  from  the  Office  of  Medical  Appli- 
cations of  Research,  National  Institutes  of 
Health,  Building  1,  Room  260,  9000  Rockville 
Pike,  Bethesda.  Maryland  20892,  phone  301- 
496-1143. 
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Cellular  One  Service  — 

It’s  a whole  lot  more  than 
a phone  in  your  car 


tlf  e’ve  put  it  all  at  your  fingertips.  The  latest 
If  traffic  and  weather  reports.  Message  Manager 
((/ering  service.  Call  waiting,  call  forwarding  and 
I erence  calling.  And  should  you  need  it,  free  access 
i‘ll  emergency  and  police  services. 

I le  Cellular  One  network  also  delivers  superior 
id  quality  throughout  all  of  Delaware,  most  of 
hem  New  Jersey,  southeastern  Pennsylvania,  and 
heastem  Maryland*.  And  with  Cellular  One’s 
* mded  coverage,  you  can  call  within  these  areas  at 
rdable  local  rates. 

i ou  can  count  on  a Cellular  One  representative  to 
) you  choose  the  service  plan  that  best  suits  your 
ing  needs,  and  saves  you  the  most  money.  Of 
rse,  if  you  ever  need  assistance  with  service  or 


equipment,  a local  customer  service  representative  can 
be  reached  free  of  charge  by  dialing  61 1 on  your 
cellular  phone. 

Don’t  settle  for  just  a cellular  phone.  Get  a whole 
cellular  network  including  a whole  carload  of  special 
features.  Features  that  make  the  difference  between 
great  service  and  plain  talk.  For  more  information  call: 

800-233-4140 


CmJUUMOHEWt 


COMCAST^ 

Cduiar  Communc^nns.  Inc 


verage  includes  entire  state  of  Delaware,  Cecil  County,  Maryland,  Salem  and 
^nberland  Counties,  New  Jersey  and  the  Philadelphia  metropolitan  area. 


Cellular  System  supplied  by  Motorola. 

AT&T  Long  Distance  Service,  your  best  business  choice. 


ATaJ 


ON  A CLEAR  DAY 


YOU  CAN  SEE  EOREVER 


Stunning  contemporary  on  private  two  and  one -half  acres  in  Greenville  with  breathtaking 
view.  Call  Wendy  Bunch  for  a personal  tour.  I 

I 

Wendy  Bunch  RE/MAX  Realty  Ltd.' 

302/656-4055  302/594-4515. 


FROM  THE  AMA 


Display  Your  Certificate 

A survey  showed  that  85  percent  of  the  public 
believe  that  their  physician  should  be  a member 
of  the  AMA.  For  that  reason,  the  Division  of 
Membership  is  encouraging  physicians  to  dis- 
play their  membership  certificates  as  a pledge  of 
high  ethical  standards.  With  each  certificate  it 
mails  to  members,  the  division  is  including  a 
form  to  order  a handmade  walnut  frame  em- 
bossed with  the  AMA  signature. 

Guide  Includes 
Form  Letters  for  Practices 

For  almost  35  years,  the  AMA  has  published  a 
collection  of  medicolegal  forms  and  form  letters 
that  physicians  can  use  in  their  practices.  The 
latest  edition  of  Medicolegal  Forms  with  Legal 
Analysis,  like  its  predecessors,  contains  sug- 
gested language  for  letters  to  withdraw  from  a 
case,  discontinue  a practice  and  authorize  a 
transfer  of  records.  It  covers  a variety  of  situa- 
tions as  diverse  as  privileged  communications, 
living  wills  and  HIV  testing.  The  publication 
also  provides  a brief  legal  analysis  of  some  of  the 
more  common  issues  that  confront  physicians. 
The  analyses  are  supported  by  court  decisions 
and  statutes.  To  order  copies,  call  the  Member 
Service  Center  at  (800)  262-3211. 


Congress  Considers  Deferring  Loans 

Under  provisions  in  the  Omnibus  Budget  Rec- 
onciliation Act  of  1989,  physicians  in  residency 
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training  programs  associated  with  universities 
are  no  longer  considered  students.  As  a result, 
they  can  no  longer  defer  their  student  loans 
beyond  the  first  two  years  of  residency  training. 
This  leaves  many  residents  with  the  sudden, 
unexpected  responsibility  of  paying  back  as 
much  as  $700  or  more  per  month,  on  stipends 
that  rarely  exceed  $2,300  per  month.  The  fed- 
eral education  loan  policy  thus  requires  people 
entering  the  medical  profession  to  begin  paying 
back  their  education  loans  before  they  have 
finished  their  training.  The  policy  could  prevent 
many  physicians  from  choosing  specialty  train- 
ing beyond  the  first  two  years  of  residency.  The 
AMA  is  supportingfederal  legislation  that  would 
allow  resident  physicians  to  defer  repayment  of 
their  student  loans  until  after  they  have  com- 
pleted their  medical  education.  Senator  William 
Cohen  (R,  Maine)  and  Representative  Austin  J. 
Murphy  (D,  Pa.)  introduced  the  legislative  ini- 
tiatives, S 102  and  HR  1482. 

Review  Criteria  Need 

More  Physician  Input 

The  federal  mandate  for  peer  review  organiza- 
tions to  improve  communications  with  the  medi- 
cal profession  is  a step  in  the  right  direction,  but 
it  doesn’t  go  far  enough,  the  AMA  told  HCFA’s 
Advisory  Committee  on  Medicare-Physician 
Relationships.  Under  the  Omnibus  Budget  Rec- 
onciliation Act  of  1990,  PROs  were  required  to 
formulate  a plan  to  interact  better  with  physi- 
cians. The  plan  was  to  include  outreach,  educa- 
tion, opportunities  for  consultation,  a hotline, 
guarantees  of  confidentiality  and  better  exter- 
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nal  relationships.  To  be  meaningful  and  effec- 
tive, PRO/physician  interaction  should  include 
physician  input  on  PRO  review  criteria,  the 
AMA  said  in  a statement  before  the  Health  Care 
Financing  Administration  committee.  A formal 
“notice  and  comment”  process,  similar  to  the  one 
now  currently  required  for  Medicare  carriers, 
would  benefit  both  the  PROs  and  the  medical 
profession,  the  AMA  said.  The  Association  of- 
fered to  participate  with  HCFA  in  efforts  to 
involve  physicians  in  the  development  of  review 
criteria. 


ACCME  Limits  Product  Promotion 
in  CME  Courses 

The  Accreditation  Council  for  Continuing  Medi- 
cal Education  has  released  requirements  for 
accredited  CME  sponsors  to  follow  when  accept- 
ing financial  support  from  pharmaceutical, 
medical  supply  or  medical  equipment  manufac- 
turers. A task  force  that  included  19  representa- 
tives from  medical  societies,  academic  centers 
and  the  pharmaceutical  industry  drew  up  the 
revised  guidelines,  which  the  ACCME  approved 
in  March.  The  guidelines  acknowledge  that 
outside  funding  can  significantly  enhance  the 
quality  of  CME  activities.  The  guidelines  em- 
phasize, however,  that  the  accredited  CME  spon- 
sors, not  the  funding  sources,  are  responsible 
for  the  scientific  integrity  of  the  programs.  Ac- 
credited CME  sponsors  may  include  medical 
schools,  specialty  societies,  hospitals,  state  medi- 
cal associations,  voluntary  health  organizations 
such  as  the  American  Heart  Association,  and 
commercial  education  providers. 

Regardless  of  the  funding  source,  presenta- 
tions must  give  a balanced,  impartial  view  of  all 
therapeutic  options,  the  ACCME  advised.  One 
way  to  achieve  impartiality  is  to  use  generic 
names.  If  a trade  name  is  mentioned,  the  pre- 
sentation should  include  several  companies’ 
trade  names.  Neither  the  accredited  sponsor 
nor  the  funding  source  may  pay  for  travel, 
lodging,  honoraria  or  personal  expenses  for  at- 
tendees other  than  faculty.  Subsidized  hospital- 
ity is  restricted  to  modest  meals  or  social  events 
that  are  held  as  part  of  the  educational  activity. 
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The  guidelines  were  mailed  May  1 to  489  accred- 
ited CME  sponsors  nationwide. 

AMA  Adopts  New  Policies 

At  its  annual  meeting  in  June  1991,  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion adopted  as  the  Association’s  policy  the 
following  recommendations  concerning  health 
care  workers  and  hepatitis  B virus  infection; 

• That  any  health  care  worker  who  is  infected 
with  HBV  and  in  whom  HBeAg  can  be 
demonstrated  should  abstain  from  perform- 
ing invasive  procedures  that  pose  an  identi- 
fiable or  measurable  risk  of  transmission. 

• That  all  health  care  workers  who  are  at  risk 
of  infection  with  hepatitis  B virus  (HBV) 
should  be  fully  immunized  with  HBV  vac- 
cine. 

• That  for  the  purposes  of  these  recommenda- 
tions, a “health  care  worker”  be  considered 
as  any  person  involved  in  patient  care  in  a 
paid  capacity  or  as  a volunteer  and  as  a 
student,  resident,  trainee  or  trained  worker. 

The  House  of  Delegates  of  the  American 
Medical  Association  also  adopted  the  following 
resolution  which  now  stands  as  AMA  policy: 

RESOLVED,  That  the  American  Medical 
Association  encourage  patients  who  are  HIV 
seropositive  to  make  their  condition  known  to 
their  physicians  and  other  appropriate  health 
care  providers. 

HIV  Tests  Urged  for  Prison  Inmates 

The  National  Institute  of  Justice  and  the  Cen- 
ters for  Disease  Control  report  that  AIDS  has 
become  the  leading  cause  of  death  among  prison 
inmates.  The  annual  incidence  rate  among  pris- 
oners is  approximately  14  times  that  of  the 
general  public.  Both  HIV  infection  and  associ- 
ated tuberculosis  may  become  a problem  for  the 
communities  into  which  inmates  are  released, 

Del  Med  Jrl,  December  1991-Vol.  63,  No.  12 


From  the  AM  A 


the  AMA  Board  of  Trustees  said  in  a report  that 
will  be  transmitted  to  the  House  of  Delegates. 
The  board  recommended  that  testing  for  HIV 
infection  should  be  mandatory  for  all  new  in- 
mates and  for  inmates  who  are  within  60  days  of 
their  release.  The  House  of  Delegates  had  ap- 
proved the  concept  of  mandatory  prisoner  test- 
ing at  the  1987  Annual  Meeting,  but  had  not 
specified  a time  frame.  It  is  important  to  note 
that  a board  report  is  not  AMA  policy.  It  is  a 
recommendation  to  the  House  of  Delegates, 
which  is  the  AMA  policy  making  body.  Only  the 
House  of  Delegates  can  make  policy. 

U.S.  Job  Corps’  HIV  Rate 
Ten  Times  That  of  Military 

In  screening  over  137,000  Job  Corps  students 
from  October  1987  through  February  1990,  re- 
searchers found  surprisingly  high  HIV  infec- 
tion in  students  from  the  Southeast,  and  their 
findings  demonstrated  a marked  shift  in  the 
HIV  epidemic  to  young  women. 

"Controlling  the  HIV  epidemic  among  teen- 
agers must  include  interventions  that  will  reach 
adolescents  early  and  outside  of  the  formal 
educational  system,"  writes  Michael  St.  Louis, 
M.D.,  from  the  Division  of  HIV/AIDS,  Centers 
for  Disease  Control,  Atlanta,  with  colleagues. 
"Of  137,209  Job  Corps  students  screened,  488 
were  HIV  seropositive  (3.6  per  1,000),  a 
seroprevalence  rate  nearly  10-fold  higher  than 
that  among  military  applicants  of  the  same 
age." 

The  Job  Corps  is  a federal  training  program 
for  disadvantaged,  out-of-school  youth.  The 
students  screened  in  this  study  were  between 
the  ages  of  16  and  21.  Overall  HIV  infection  was 
slightly  higher  in  male  (3.7  per  1,000)  than  in 
female  (3.2  per  1,000)  Job  Corps  students  but 
among  those  students  aged  16  and  17  years, 
seroprevalence  was  higher  among  females  (2.3 
per  1,000)  than  among  males  (1.5  per  1,000). 
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Tired  of  Crisis  Management? 
Rx  Healthier  Lifestyles 

Family  Preventive  Medicine 
Associates 

Patt  Ellen  Panzer,  MD,  FAAFP 

Medical  Director 

• Multidisciplinary  Family  weight 
management  program 

• Stop-smoking  counseling 

• Fitness  Plus  -supervised  fitness 
progra  m/aer  ob  i cs/yoga 

• Cardiac  Rehabilitation 

• Fitness  Testing 

• Nutrition  Counseling-individual  & 
group 

• Cooking  demonstrations  for  healthy 
eating 


ACTIVE  FAMILY 
PRACTICE 

Available  1992 
Newark  Area 

For  information,  contact  the  Journal  of- 
fice by  dialing  302/658-3957  or,  in  Kentor 
Sussex  Counties,  dial  800/348-6800.  Or 
write:  Delaware  Medical  Journal,  1925 
Lovering  Avenue,  Wilmington  DE  1 9806- 
2166. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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EDITORIAL 


An  Abbreviated  Medical  Education 
and  ‘‘Counterculture”  Thoughts 


"There  are  some  things  which  cannot  be  learned 
quickly,  and  time,  which  is  all  we  have,  must  be 
paid  heavily  for  their  acquiring."  E.  Hemingway 
(1898-1961),  Death  in  the  Afternoon. 

Hemingway  tells  us  that  we  must  pay  for  our 
education  with  time.  This  is  certainly  exempli- 
fied by  a medical  education  where  untold  years 
are  spent  learning  skills,  and  countless  sacri- 
fices detract  from  what  might  have  been  a more 
normal  early  adulthood. 

Several  medical  educators  have  proposed 
shortening  the  protracted  medical  education 
process.  Such  ideas  are  not  new,  but  they  do 
appear  to  be  gaining  favor  and  are  now  more 
appealing  to  the  medical  establishment.  Rather 
than  the  usual  four  years  of  undergraduate 
education  followed  by  four  years  of  medical 
school,  they  believe  that  students  could  be  just 
as  well  educated  in  a combined  six -year  pro- 
gram. Amongthe  126  accredited  medical  schools 
in  the  United  States,  32  schools  have,  in  various 
forms,  the  accelerated  baccalaureate-M.D.  pro- 
gram. 

It  is  the  burdensome  indebtedness  of  a high 
proportion  of  medical  students  that  makes  short- 
ening the  education  process  especially  attrac- 
tive. Many  students  enter  medical  school  al- 
ready in  debt;  to  be  added  to  that  is  the  often 
greater  expense  of  medical  school.  Hughes  et  al. 
in  their  article  Are  We  Mortgaging  the  Medical 
Profession?  note  that  at  the  time  of  graduation 
the  average  debt  for  a physician  was  $46,224.^ 
With  these  compelling  facts  in  mind,  it  seems 
reasonable  to  some  to  support  efforts  for  an 
abbreviated  medical  education. 
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A fervent  apostle  of  this  abridged  medical 
education,  E.  Grey  Dimond,  M.D.,  was  por- 
trayed in  a recent  flattering  article  as  a "coun- 
terculture" medical  educator.^  Dimond,  a re- 
nowned cardiologist  and  a former  president  of 
the  American  College  of  Cardiology,  was  one  of 
the  foremost  physicians  behind  transforming 
the  University  of  Missouri-Kansas  City  School 
of  Medicine  into  a six-year  program.  This  pro- 
gram takes  students  out  of  high  school,  and  in  a 
six-year  nonstop  education  (no  vacations)  trains 
them  as  M.D.s.  He  considers  students  at  liberal 
arts  colleges  who  are  desirous  of  a medical 
career  to  be  "an  indentured  group  of  students 
who  must  pay  high  tuitions  to  earn  the  right  to 
be  considered  for  medical  school."^  Needless  to 
say,  Dimond  does  not  believe  in  a formal  pre- 
medical education.  In  another  enlightened  com- 
ment, he  states,  "Why  send  a kid  of  18  down  to 
Siwash  U.  so  that  he  can  go  to  beer  busts  and 
sing  fraternity  songs  for  four  years?"^ 

But  --  a high  price  may  ultimately  have  to  be 
paid  to  broadly  implement  truncated  educa- 
tional programs.  The  trade-off  may  well  be  phy- 
sicians who  know  less  than  they  should  of  the 
humanities  or  are  indifferent  to  them. 

Smoller,  in  an  essay  tracing  the  roots  of 
cynicism  in  medical  education,  believes  that  the 
public  perceives  physicians  as  having  aban- 
doned the  art  of  medicine.^  He  goes  on  to  criti- 
cize physicians  further  by  noting  that  they  are 
often  depicted  as  an  "insensitive,  overly  special- 
ized cadre  of  professionals  who  have  lost  their 
grasp  of  the  ‘art’  of  medicine."^  While  not  defin- 
ing the  art  of  medicine,  one  would  think  that  it 
refers  to  nontechnical  aspects  such  as  ethics, 
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theology,  and  philosophy  from  which  the  heal- 
ing professions  trace  part  of  their  lineage  and  to 
which  many  patients  may  turn  for  solace  and 
many  physicians  look  for  guidance  and  answers 
to  some  of  the  most  troublesome  medical  and 
quasi-medical  issues  of  our  time.  It  is  precisely 
these  subjects,  the  humanities,  that  are  likely  to 
be  de-emphasized  in  the  trade  school  mentality 
of  an  accelerated  medical  program. 

A strong  liberal  arts  background  then  pro- 
vides the  foundation  on  which  to  engraft  a 
healing  arts  education.  It  fosters  the  develop- 
ment of  communication  skills,  allows  an  appre- 
ciation of  ethical  and  social  values,  and  should 
provide  the  aspirant  with  the  intellectual  tools 
to  be  a critical  thinker.  Smoller  comments  that 
the  purpose  of  the  humanities  in  medical  educa- 
tion "is  not  to  produce  novelists  or  philosophers 
but  to  illuminate  the  legitimate  and  important 
place  of  meaning  in  medicine."^  An  understand- 


ing of  and  experience  with  this  “meaning”  and 
the  values  and  ethics  of  the  humanities  allows 
for  a broader  view  of  society  and  undoubtedly 
enhances  the  doctor-patient  relationship. 

Osier  reminds  us  that  it  is  not  a medical 
course  in  which  we  are  engaged,  but  a life 
course.  A liberal  arts  education  should  be  a 
prelude  to  that  medical  course;  the  cost  will  be 
worth  it. 

James  F.  Lally,  M.D. 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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LETTERS  TO  THE  EDITOR 


English  or  MJ? 


Written  medical  jargon  (MJ)  is  a combination  of 
medically  related  terms  (MRT)  employed  by 
medical  students  (MS),  staff  attending  physi- 
cians (SAP),  attending  staff  surgeons  (ASS)  and 
other  paramedical  personnel  (PMP).  The  En- 
glish language  (EL)  has  long  been  supplanted  by 
a collection  of  signals,  codes,  and  symbols  under- 
stood only  by  the  MS,  SAP,  ASS  or  PMP  who 
devised  it. 

I offer  a modest  example  of  a history  and 
physical  examination  retrieved  from  a typical 
patient  chart. 


CC  56  yo  WF  enters  MCD  c LLQ  pain. 

0 N/V/D.  0 A in  BH 
0 Hg  in  BM.  Rx  c H2C03  -->  0 relief. 

PMH  CBG  X 5.  6y  p.t.a. 

0all 

HCTZ  for  HTN;  ASA  -r  Vit  B 
LMP  lOy  p.t.a. 

FH  ASAWMtD.M.  FCVAFTB.Ca. 

PE  WD  WN  WF  0 AD 

BP,  R.  P WNL 
HEENT  PEREA 
0 JVD 
Skin  - W/D 
Lungs  - CTP/A 

Heart  - RSR  0 M/T.  PMI  MCE 
Abd.  - 0 LKS;  0 masses. 

Genit  - NF 
Rect  - Def. 

IMP  LLQ  pain 
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R/O  Schstmsis 
R/O  E.  Bk  Nle  F 
R/O  TSU  (x^)  GMSHI 
R/O  Sit  inv.  c’  Ac  Ap. 

R/O  Visitation  from  God 
R/O  GOK 

I chose  the  example  offered  because  the  code 
employed  is  the  most  common  in  use.  There  are 
many  more  secret  and  private  codes  understood 
only  by  the  writer  - and  then  only  at  the  time  of 
writing. 

Am  I complaining?  Well,  yes.  But  I don't  ask 
that  our  MS,  SAP,  ASS,  and  PMP  write  with  the 
eloquence  of  a John  Hunter  or  describe  patients 
with  the  graphic  clarity  of  a William  Osier.  No, 
I ask  only  for  a return  to  the  simple  beauty  of 
plainly  written  and  spoken  English.  The  doctor's 
degree  should  denote  at  least  a scintilla  of  edu- 
cation and  culture.  I will  settle  for  two-  or  even 
one-syllable  words  if  the  MS,  SAP,  ASS,  or  PMP 
doesn't  have  the  intellect  or  education  to  do 
better. 

But  I'll  be  D if  some  SOB  is  going  to  confuse 
me  with  terms  like  MI  (myocardial  infarction  or 
mitral  insufficiency)  or  CVA (costovertebral  angle 
or  cerebrovascular  accident).  I'll  not  try  to  deci- 
pher his  H -I-  P written  in  MJ.  No,  I'll  go  on  loving 
F,  G,  L,  and  the  EL. 

Carl  I.  Glassman,  M.D.,  P.A. 
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Letters  to  the  Editor 


September  Editorial  Corrected 

I respectfully  wish  to  correct  a statement  you 
made  on  page  591  of  the  September  issue  of  the 
Delaware  Medical  Journal:  "More  recently, 
laparoscopic  surgery,  the  need  for  which  was ..." 
(emphasis  mine).  Please  note  particularly  my 
summary  to  "Laparoscopy:  A Review  of  325 
Consecutive  Private  Cases"  (Delaware  Medical 
Journal.  1973;45:65-73). 

Unfortunately,  by  word  and  letters  to  de- 
partment directors,  my  attempts  to  help  the 
general  surgeons  expand  and  use  this  technique 
were  ignored  until  some  general  surgeons  did 
cholecystectomies  through  the 'scope  eZseu;Aere, 
and  then  I assume  Drs.  Toy  and  Balan  were 
stimulated,  and  the  rest  is  history! 

John  M.  Levinson,  M.D. 

P.S.  Please  note  Summary  in  The  Journal  of 
Reproductive  Medicine  (1975;15:79-81). 


Joint  Venture 
Clearinghouse 

"Safe  Harbor"  restrictions  are  just  the 
beginning.  Complete  divestiture  may  be 
your  best  option.  We  broker  your  "turn- 
key" business  to  the  highest  buyer.  In- 
cludes but  not  limited  to  CT,  MRI,  sono, 
mammo,  cardiovascular,  nuclear,  PT, 
DME.  For  more  information,  managing 
partners  please  call  B.  L.  Farkas,  M.D.,  at: 

800/388-5977 


MINOR  SURGERY  CENTER 

Emergency  and  Elective  Same-Day  Surgery 

NO  FACILITY  CHARGE 

Subcutaneous  Cysts  and  Tumors  Ingrown  Toenails 
Lymph  Node  Biopsy  Ischio-Rectal  Abscess 

Plantar  Warts  Pilonidal  Abscess  or  Sinus 

Thrombosed  Hemmorhoids 

Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 

Amir  Mansoory,  M.D.,  F.A.C.S.  Shah  Morovati,  M.D.,  F.A.C.S. 

324  E.  Main  Street 
Newark,  DE  19711 

Telephone  737-4116  Fax  737-5082 

737-4990 


Breast  Biopsy 
Vasectomy 
Cutaneous  Lesions 
Benign  and  Malignant 
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OBITUARY 


Frank  S.  Skura,  M.D. 


On  August  30,  1991,  Frank  S.  Skura,  M.D., 
died  at  home  of  cancer  at  the  age  of  82.  He  was 
a member  of  the  Medical  Society  of  Delaware  for 
over  50  years.  His  practice  of  family  medicine  in 
Wilmington  spanned  44  years  until  his  retire- 
ment in  1980. 

In  his  youth  Frank  was  a well-known  ath- 
lete in  the  Wilmington  area,  playing  baseball  at 
Wilmington  High  School  and  the  Unive7'sity  of 
Delaware  and  in  a semi-pro  team  sponsored  by 
the  Evening  Journal  newspaper.  He  was  gradu- 
ated from  Georgetown  University  Medical  School 
in  1935  and  was  just  getting  settled  in  practice 
when  World  War  II  intervened.  He  was  given 
one  of  the  toughest  medical  assignments  in  the 
military;  battalion  surgeon,  160th  Combat  En- 
gineers. He  was  awarded  the  Bronze  Star  for 
heroism  under  fire  but  returned  to  his  practice 
unscathed. 
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After  his  rather  spectacular  youth,  Frank 
settled  into  a life  of  devotion  to  servingthe  needs 
of  his  patients.  He  has  been  7-eferred  to  by  many 
as  the  ideal  or  epitome  of  the  old-time  family 
physician,  whose  disappearance  is  so  nostalgi- 
cally mourned  by  the  press  and  the  public.  He 
really  cared  about  and  for  his  patients.  He  made 
house  calls  when  it  was  indicated,  and  he  spoke 
Polish  to  those  who  wanted  to  speak  Polish.  He 
is  sorely  missed  by  many. 

Dr.  Skura  is  survived  by  his  wife  of  42  years, 
Anne  Horgan  Skura,  three  daughters  and  five 
grandchildren.  Typical  of  his  caring  for  others, 
he  requested  that  any  contributions  in  his 
memory  should  go  to  the  Ministry  of  Caring  (506 
N Church  Street,  Wilmington). 

E.  Wayne  Martz,  M.D. 
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Custom  built  homes  from 
$600,000  on  2+  acres  of  rolling 
countryside  off  Snuff  Mill  Road. 

Lots  from  $165,000 

Call  (302)  571-8855 


An  exclusive  community  of  six  wooded 
homesites  adjacent  to  Hagley  Museum. 

Presented  by:  Volpe  Builders,  Inc. 
Another  B & B Company  Development 

Call  (302)  571-8855 


furnace 

Creel^ 


In  Centreville,  custom  homes  on 
2+  acre  lots  in  a magnificent, 
secluded  wooded  setting 
in  Centreville. 

Priced  From  $719,000 
Lots  from  $235,000 

CaU  (302)  571-8855 
or  (302)656-4548 


B.  Gary  Scott  Builders  Marketing  represents  many 
of  the  area's  finest  builders  and  developers. 

Our  new  communities  feel  like  home- 
one  is  sure  to  fit  your  style. 

For  more  information  on  these  and  other 
new  home  communities,  please  call: 

571-9200 


r-RCARV-^ 

SCOTT 
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BOOK  REVIEW 


Humor  in  Medicine  ...  And  Other  Topics, 

Benjamin  Felson,  M.D.,  RHA,  Inc.,  Cincinnati, 
Ohio,  1989,  213  pp. 

How  could  one  resist  acquiringthis  book  to  read? 
My  curiosity  was  immediately  aroused.  How 
could  anything  about  medicine  be  humorous? 
But  then  I recognized  the  author’s  name  and 
knew  I would  be  rewarded.  Ben  Felson  was  a 
great  man  and  a great  radiologist.  He  wrote  one 
of  the  first  programmed  text  books  and  was  the 
author  of  one  of  the  best  “little”  books  on  pulmo- 
nary radiology.  Fundamentals  of  Chest  Roent- 
genology (Saunders,  1960).  I remember  him  as  a 
visiting  professor  during  my  residency,  and  I 
saw  him  speak  many  times  at  national  radiology 
meetings.  He  was  always  a showman  and  never 
failed  to  inform  and  entertain.  Dr.  Felson  died  in 
1988  at  age  75. 

As  it  turns  out,  this  book  is  only  moderately 
humorous  and  quite  personal.  I originally  chose 
to  pay  less  attention  to  the  rest  of  the  titl  e, . . . And 
Other  Topics,  most  of  which  are  more  serious, 
biographical,  or  recount  Dr.  Felson’s  visits 
throughout  the  world  as  a visiting  professor  of 
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radiology.  There  are  about  50  essays  in  all,  about 
one-third  of  which  can  be  classified  as  funny. 
Most  of  these  are  probably  amusing  only  to 
radiologists. 

However,  Dr.  Felson’s  serious  stories  are 
also  very  good  and  quite  readable.  His  tale  of 
building  a baseball  field  while  serving  as  an 
army  physician  in  Liege,  France,  in  1944  is 
especially  well  told  and  is  reminiscent  of  the 
more  popular  Field  of  Dreams. 

The  essay  titled  “Pride  and  Prejudice,”  an 
evocative,  emotional  accounting  of  Dr.  Felson’s 
experiences  with  anti-Semitism,  is  well  worth 
reading.  Alan  (Chutzpah)  Dershowitz  would  be 
proud. 

I recommend  the  book  to  all  “old”  radiolo- 
gists who  remember  Dr.  Benjamin  Felson,  to 
younger  radiologists  who  would  enjoy  such  top- 
ics as  “Credo  for  the  General  Radiologist”  and 
“Eponymphomania,”  and  to  all  readers  who  en- 
joy well-written  medical  essays. 

S.  Barry  Diznoff,  M.D. 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,' Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH 
COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble? 
The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
302/654-1001.  The  anonymity  of  the  caller  is  assured. 

NEW  STAFF  MEMBER 
AT  A.I.  INSTITUTE 

Dennis  Hoelzer,  M.D.,  has  joined  the  staff  of  the  Alfred  I. 
duPont  Institute  children’s  hospital  in  Wilmington,  Delaware, 
as  a general  pediatric  surgeon.  Dr.  Hoelzer  is  a 1972  graduate 
of  the  University  of  Rochester  School  of  Medicine  and  Dentistry 
and  completed  residency  in  general  surgery  followed  by  pedi- 
atric surgery  at  the  University  of  Pennsylvania.  He  is  certified 
by  the  American  Board  of  Surgery  ( 1978)  and  by  the  subspecialty 
board  in  pediatrics  (1980  and  recertified  1987).  He  has  been 
chief  of  pediatric  surgery  at  the  Medical  Center  of  Delaware 
since  1987,  a position  he  continues  to  retain.  Dr.  Hoelzer’s 
special  interest  is  childhood  trauma,  especially  its  prevention. 

NEW  DIRECTOR 
OF  GERIATRIC  SERVICES 

The  Board  of  Directors  of  Geriatric  Services  of  Delaware,  Inc., 
has  announced  the  appointment  of  Paulette  Austin  as  execu- 
tive director  of  the  agency  effective  November  4,  1991.  She 
replaces  Bee  Nickerson,  Ph.D.,  who  built  the  agency  up  from 
small  beginnings  in  1983  and  who  will  join  her  husband  in 
retirement  out  of  state. 

Geriatric  Services  of  Delaware,  Inc.,  is  a statewide 
agency  providing  a range  of  services  to  enable  older  Delawar- 
eans to  remain  in  their  own  homes  and  in  the  community. 
Services  include  home  health  care,  personal  care  and  home- 
maker services,  adult  foster  care,  information  and  referral, 
and,  in  New  Castle  County  outside  of  Wilmington,  Meals  on 
Wheels. 
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In  Brief 


ACADEMY  OF  The  theme  of  this  meeting  is  The  Care  of  Medical-Psychiatric 

PSYCHOSOMATIC  MEDICINE  Patients;  Defining  the  Consultation-Liaison  Subspecialty.  It 
39TH  ANNUAL  MEETING  will  be  held  October  29-November  1,  1992,  at  the  Pan  Pacific 

Hotel  in  San  Diego,  California.  For  further  information  con- 
tact: Executive  Director,  Academy  of  Psychosomatic  Medi- 
cine, 5824  North  Magnolia,  Chicago,  IL  60660. 


INTERNATIONAL 
SYMPOSIUM  ON 
PEDIATRIC  TRAUMA: 
THE  INJURED  CHILD 
FROM  HEAD  TO  TOE 


The  Departments  of  Orthopedics,  Alfred  I.  duPont  Institute 
and  The  Nemours  Children’s  Clinic  have  announced  an 
international  symposium  on  pediatric  trauma  to  be  held 
Monday  through  Wednesday,  February  17-19,  1992.  It  is 
designed  to  fit  with  the  AAOS  meetings  in  Washington,  DC, 
and  bus  transportation  is  available  for  that  destination 
Wednesday  afternoon  at  the  conclusion  of  the  symposium. 
The  program  features  internationally  known  authorities  as 
speakers  and  demonstrators.  A single  registration  fee  covers 
tuition,  conference  materials,  CME  credits,  transportation  to 
and  from  the  Radisson  Hotel,  a reception  and  all  meals.  For 
more  information  call  (302)  651-6750  or  write  PO  Box  269, 
Wilmington,  Delaware  19899. 


PEDIATRIC  The  Division  of  Rehabilitation  Medicine  of  the  Alfred  I. 

REHABILITATION  UPDATE  duPont  Institute  will  present  an  interdisciplinary  forum. 

Pediatric  Rehabilitation;  Management  for  the  Future,  on 
Thursday  and  Friday,  March  19-20, 1992.  Call  (302)  651-6752 
for  more  information. 


\ 

III  Rehabilitation  Consultants,  Inc. 


Owners: 

Ruben  Cauilant).  M A..  PT 
1 Favei  Cha\in.  M D 
Anthuns’  L Cucuzzella.  M.D 
Pierre  L URoy.  M D 
lulu  V Munieleone.  M D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 

TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Totd  Health  Plus 
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Rehabilitation  Consultants,  Inc.  ■ Since  1970 


Since  1974,  Medlab  has  delivered  on  all  of  our  promises.  ,i 
with  impeccahie  quaiity  and  unmatchahie  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that’s  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  Ccl 
your  Medlab  Representativli 
at  302-655-LABS.  | 
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CLINICAL  TESTING  INL 


...BECAUSE  QUALITY  IS  ESSENTIAL 


©1991,  Medlab,  Inc 
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